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CARING FOR OUR KIDS: ARE WE 
OVERMEDICATING CHILDREN IN 
FOSTER CARE? 


THURSDAY, MAY 29, 2014 

U.S. House of Representatives, 

Committee on Ways and Means, 
Subcommittee on Human Resources, 

Washington, DC. 

The subcommittee met, pursuant to call, at 2:30 p.m., in Room 
1100, Longworth House Office Building, the Honorable Dave 
Reichert [chairman of the subcommittee] presiding. 

[The advisory of the hearing follows:] 


( 1 ) 
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HEARING ADVISORY 

FROM THE COMMITTEE ON WAYS AND MEANS 

Chairman Reichert Announces Hearing on Caring 
for Our Kids: Are We Overmedicating Children 
in Foster Care? 


Washington, May 29, 2014 

Congressman Dave Reichert (R-WA), Chairman of the Subcommittee on Human 
Resources of the Committee on Ways and Means, today announced that the Sub- 
committee will hold a hearing on the use of psychotropic medications among chil- 
dren in foster care. The hearing will take place at 2:00 p.m. on Thursday, May 
29, 2014, in room 1100 of the Longworth House Office Building. 

In view of the limited time available to hear from witnesses, oral testimony at 
this hearing will be from invited witnesses only. Witnesses will include experts on 
the prescription and use of psychotropic drugs by children, and especially children 
in foster care. However, any individual or organization not scheduled for an oral ap- 
pearance may submit a written statement for consideration by the Committee and 
for inclusion in the printed record of the hearing. 

BACKGROUND : 

Recent reports have highlighted how children in foster care are prescribed psycho- 
tropic drugs at very high rates. According to data compiled by the Congressional Re- 
search Service, between 2008 and 2010, nearly one out of every four children in fos- 
ter care was using a psychotropic medication on any given day — more than four 
times the rate among all children. A recent Wall Street Journal story and a multi- 
part Denver Post series highlighted how youth in foster care may be prescribed 
these powerful, mind-altering drugs because they are misdiagnosed as having men- 
tal health disorders instead of being recognized as having problems stemming from 
the abuse and neglect they have experienced. 

Congress has taken a number of steps in recent years designed to prevent the 
overuse of psychotropic drugs by children in foster care. The Child and Family Serv- 
ices Improvement Act of 2006 (P.L. 109-288) required States to describe how they 
consult with doctors to assess the health and well-being of children in foster care 
and determine appropriate medical treatment for them. The Fostering Connections 
to Success and Increasing Adoptions Act of 2008 (P.L. 110-351) required States to 
ensure children in foster care have access to health and mental health care services 
and develop strategies for overseeing drugs prescribed to them. Most recently, the 
Child and Family Services Improvement and Innovation Act of 2011 (P.L. 112-34) 
added that States must develop protocols covering the use of psychotropic medica- 
tion for children in foster care. 

States have also taken positive steps to address concerns about the use of psycho- 
tropic medications by children in foster care. These efforts include reviewing new 
prescriptions before they are approved, monitoring existing prescriptions, and exam- 
ining data on prescription rates among youth in foster care. For example, in Illinois, 
board certified child psychiatric consultants review all psychotropic medication re- 
quests. Connecticut has hired a Chief of Psychiatry to oversee medications for youth 
in foster care. Texas has a data system designed to ensure that psychotropic medica- 
tions are prescribed within established guidelines. 

In announcing the hearing. Chairman Reichert stated, “Our future lies with 
our nation’s ehildren. For kids in foster care, we have an added responsi- 
bility to help them succeed, including helping them overcome the trauma 
they experienced before, and in some cases since, they left their home. Re- 
cent news reports have highlighted how powerful psychotropic drugs are 
prescribed at high rates to children in foster care, including by individuals 
who may misdiagnose the effects of trauma on these children as a mental 
health problem. I look forward to hearing from experts on this issue, learn- 
ing what States are doing to ensure the proper use of these medications, 
and discussing how the Federal Government can better support efforts to 
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provide youth in foster care with the help they need to hecome successful 
adults. 

FOCUS OF THE HEARING : 

This hearing will focus on what is known about the use of psychotropic medica- 
tions by children in foster care, how States have implemented recent Federal laws 
designed to ensure such medications are used appropriately, and how the Federal 
Government can continue to work with States to improve the oversight of these 
medications to ensure youth in foster care receive appropriate help. 

DETATT.S FOR SUBMISSION OF WRITTEN COMMENTS: 

Please Note: Any person(s) and/or organization(s) wishing to submit for the hear- 
ing record must follow the appropriate link on the hearing page of the Committee 
website and complete the informational forms. From the Committee homepage, 
http://waysandmeans.house.gov, select “Hearings.” Select the hearing for which you 
would like to submit, and click on the link entitled, “Please click here to submit a 
statement or letter for the record.” Once you have followed the online instructions, 
submit all requested information. Attach your submission as a Word document, in 
compliance with the formatting requirements listed below, by June 12, 2014. Fi- 
nally, please note that due to the change in House mail policy, the U.S. Capitol Po- 
lice will refuse sealed-package deliveries to all House Office Buildings. For ques- 
tions, or if you encounter technical problems, please call (202) 225-1721 or (202) 
225-3625. 

FORMATTING REQUIREMENTS : 

The Committee relies on electronic submissions for printing the official hearing 
record. As always, submissions will be included in the record according to the discre- 
tion of the Committee. The Committee will not alter the content of your submission, 
but we reserve the right to format it according to our guidelines. Any submission 
provided to the Committee by a witness, any supplementary materials submitted for 
the printed record, and any written comments in response to a request for written 
comments must conform to the guidelines listed below. Any submission or supple- 
mentary item not in compliance with these guidelines will not be printed, but will 
be maintained in the Committee files for review and use by the Committee. 

1. All submissions and supplementary materials must be provided in Word format and MUST 
NOT exceed a total of 10 pages, including attachments. Witnesses and submitters are advised 
that the Committee relies on electronic submissions for printing the official hearing record. 

2. Copies of whole documents submitted as exhibit material will not be accepted for printing. 
Instead, exhibit material should be referenced and quoted or paraphrased. All exhibit material 
not meeting these specifications will be maintained in the Committee files for review and use 
by the Committee. 

3. All submissions must include a list of all clients, persons, and/or organizations on whose 
behalf the witness appears. A supplemental sheet must accompany each submission listing the 
name, company, address, telephone, and fax numbers of each witness. 

The Committee seeks to make its facilities accessible to persons with disabilities. 
If you are in need of special accommodations, please call 202-225-1721 or 202-226- 
3411 TTD/TTY in advance of the event (four business days notice is requested). 
Questions with regard to special accommodation needs in general (including avail- 
ability of Committee materials in alternative formats) may be directed to the Com- 
mittee as noted above. 

Note: All Committee advisories and news releases are available online at http:ll 
waysandmeans. house.gov/. 


Chairman REICHERT. The committee will come to order. Wel- 
come to today’s hearing on this very important topic of whether 
youth in foster care are being prescribed medications, whether or 
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not they are being prescribed appropriately. We will hear from our 
witnesses that too often the answer is no. 

We know from research that foster children are prescribed mind- 
altering psychotropic drugs at very high rates, far higher than 
other children. CRS found that between 2008 and 2010 nearly one 
out of every four children in foster care was overmedicated. That 
is more than four times the rate among children overall. In too 
many cases, government programs may be trying to medicate away 
the troubles that these youths have experienced that will remain 
with them for many years after the medications end. 

Dawna Hovenier is a young woman who was recently in foster 
care in my home State of Washington. She was unnecessarily medi- 
cated with a number of mind-altering drugs and will explain how 
that helps no one, least of all the youth who need it the most, and 
Dr. Phil McGraw will second this assertion that one of the most 
critical reasons to address the problem of overmedication is to en- 
sure children receive proper treatment and not just chemical strait- 
jackets that keep them from acting out. 

Congress has taken a number of steps in recent years to high- 
light this issue, and we expect States to continue focusing more at- 
tention on prevention as a result of these changes. Federal law 
passed in 2006, 2008, and 2011 sharpened the focus of States on 
medical needs of foster youth, including the need to develop proto- 
cols preventing the overprescribing of medications. 

Illinois is a leading example, as we will hear from Dr. Michael 
Naylor, whose office reviews all medication requests for children in 
foster care in Illinois. This effort has prevented overmedication of 
children, likely saving taxpayers money, but more importantly re- 
sulting in better care for children. Other States, including Texas 
and Connecticut, have similar programs, and part of our task is to 
ensure that all States are taking the necessary steps and learning 
from each other’s best practices. 

Ultimately the best solution for children is to be in a permanent, 
loving home with parents who watch out for them each and every 
day. This subcommittee knows that, and has focused its efforts dur- 
ing the past year in getting more foster youth into those sort of 
permanent, loving homes. And H.R. 3205, the Promoting Adoption 
and Legal Guardianship for Children in Foster Care Act, which 
passed the House last year, incentivizes States to move more chil- 
dren, especially older children, into adoptive homes, and just last 
week the House passed H.R. 4058, the Preventing Sex Trafficking 
and Improving Opportunities for Youth in Foster Care Act, which 
requires States to more quickly move children out of foster care 
into permanent homes. I am hopeful that we will enact these bills 
this year. That will help more children move from foster care into 
loving homes, improving their lives in many ways, vastly decreas- 
ing the likelihood of using or needing psychotropic drugs. 

We welcome all of our witnesses today, and we look forward to 
their testimony. I was meeting today with one of the foster youth 
out there in the audience, Courtney is out there. She and I had a 
chance to talk, and she told her story of moving from foster home 
to foster home to foster home and even living in a foster home that 
was not legally a foster home anymore, and State authorities didn’t 
even know that it had been removed from the foster home ap- 
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proved list. So we have a lot of work to do in this area, and this 
is one of those issues that really tightly is wound into bringing bet- 
ter care to our children across this country. 

And I now yield time to Mr. Doggett for his opening statement. 

Mr. DOGGETT. Thank you, Mr. Chairman. 

I certainly share all the sentiments that you just expressed and 
appreciate this bipartisan inquiry. I think that while no doubt 
medication can be one appropriate tool in a treatment plan for 
some children, it has instead become the first line of consideration 
for too many children in our foster care system. 

The Congressional Research Service looked at the year 2010 and 
found that 40 percent of children in longer-term foster care over 
the age of 6 were using psychotropic medicines. That is a pretty 
staggering level. Other studies found the next year, in 2011, that 
those who are enrolled in Medicaid, children in foster care were 
prescribed psychotropic medications at rates of 3 to 11 times higher 
than nonfoster children. The pill is not the answer in many of 
these situations. 

Having been abused or neglected and then removed from their 
homes, every child coming into the foster care system has suffered 
some degree of trauma. We have heard firsthand in this committee 
about the problems with psychotropic drugs a couple years ago and 
continue through our research to see other examples of that, and 
we have heard firsthand from foster children about the trauma and 
how it has impacted their lives. This issue was addressed in this 
committee when our colleague. Chairman McDermott, chaired the 
committee back in 2008 and required States to develop health over- 
sight plans for children in foster care, including the oversight of 
prescription medicines. In 2011, Congress strengthened that provi- 
sion to include specific protocols for reviewing the prescribing of 
these medications to foster children. 

I look forward to hearing from each of our witnesses on how child 
welfare and Medicaid policies have changed in response to these 
specific laws. My home State of Texas, with the leadership of 
CASA, the Court-Appointed Special Advocates, recently changed 
the law there and took a number of steps to prevent unnecessary 
overmedication of children in foster care including the legislation 
that will give guardian ad litems a greater role in the oversight of 
these medications. Improved oversight of medications is only part 
of the solution. Children in foster care need access to comprehen- 
sive treatment for mental and emotional health needs, which re- 
quires additional efforts in both Medicaid and the child welfare sys- 
tem. 

I appreciate the presence here today and the leadership for this 
hearing from our colleague Karen Bass of California who heads our 
Foster Care Caucus. The administration’s budget calls for $750 
million over the next 5 years toward this goal. This is an invest- 
ment that is equal to about one-quarter of 1 percent of one of the 
measures that our committee approved earlier today. I believe that 
we do need to come together with common purpose and hear of any 
ways we can change the law in this area, but we also have to have 
the resources present to be able to get the job done effectively and 
not just respond after some crisis or horrible situation has hit the 
news media. 
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Thank you, Mr. Chair, and I look forward to hearing from our 
witnesses. 

Chairman REICHERT. Thank you, Mr. Doggett. 

I would like to just mention briefly, I would like to thank Ms. 
Bass for her work in helping us organize this hearing and her work 
in helping foster children. It is a pleasure to have you attending 
our hearing this morning, and also a moment just to thank Mr. 
McDermott for his hard work as past chairman and past ranking 
member of this committee and also Mr. Doggett for his support. So, 
as you can all see, this is a bipartisan effort, rarely seen. We are 
together on this, and we are going to make a difference and help 
people. 

So thank you again, Mr. Doggett. 

Without objection, each member will have the opportunity to sub- 
mit a written record and statement and have it included in the 
record at this point. I want to remind our witnesses to please try 
and limit your testimony to 5 minutes. However, without objection, 
all of the written testimony will be made a part of the permanent 
record, and on our panel this afternoon, we will be hearing from 
JooYeun Chang, Associate Commissioner of the Children’s Bureau 
Administration for Children and Families, U.S. Department of 
Health and Human Services; Dawna Zender Hovenier, the Mock- 
ingbird Society; Dr. Phil McGraw, talk show host, “Dr. Phil Show”; 
Dr. Michael Naylor, M.D., Associate Professor of Psychiatry, School 
of Medicine, University of Illinois at Chicago; and Stephen Lord, 
Director of Forensic Audits and Investigative Services, U.S. Gov- 
ernment Accountability Office. 

I would like to mention that we have other experts in the audi- 
ence who know a thing or two about the foster care system because 
they have lived it, and as I mentioned just a little bit earlier, a lot 
of our foster youth are in the audience today, and I think we prob- 
ably have over 60. And you know what, I am going to do something 
a little bit unusual, I am going to ask the foster kids, if they want 
to, to raise your hand or stand because we want to give you a big 
applause, round of applause for your success. 

As you can see, they are not shy. We are so happy to have you 
here. So each of these youth have spent the morning with a Mem- 
ber of Congress, and as I said, Courtney and I got to spend a little 
time together and talk about my life and her life. We found some 
similarities as runaways, but I was fortunate enough to make it 
back to my home and not into a foster home. So thank you for com- 
ing today. 

Ms. Chang, please proceed with your testimony. 

STATEMENT OF JOOYEUN CHANG, ASSOCIATE COMMIS- 
SIONER OF THE CHILDREN’S BUREAU, ADMINISTRATION 

FOR CHILDREN AND FAMILIES, U.S. DEPARTMENT OF 

HEALTH AND HUMAN SERVICES 

Ms. CHANG. Thank you. 

Chairman Reichert, Ranking Member Doggett, and Members of 
the Subcommittee, thank you for inviting me to testify today. 

The administration is very concerned about the overmedication of 
children in the foster care system. We are grateful to you for hav- 
ing this hearing and bringing more attention to the issue. My name 
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is JooYeun Chang, and I am the Associate Commissioner of the 
Children’s Bureau. I have worked as a national advocate on child 
welfare policies, both as a senior staff attorney at the Children’s 
Defense Fund as well as at Casey Family Programs Foundation, 
where I worked closely with State and local child welfare agencies. 

In my current role, I oversee the Federal foster care and adoption 
assistance programs as well as a range of prevention and post-per- 
manency initiatives. At the Department of Health and Human 
Services, we are working with State child welfare agencies to en- 
sure that vulnerable children in their care receive appropriate care 
and services and that they are effectively monitoring for psycho- 
tropic medication use. 

Children who come into foster care often have been exposed to 
multiple traumas, including abuse and neglect and subsequent re- 
moval from their homes. The CDC’s Adverse Childhood Experi- 
ences Study and other research tells us that the impacts of these 
negative life experiences affect children in all domains, from brain 
development to physical health, to how a young person reacts emo- 
tionally to various situations and how they are or are not able to 
interact with others. 

We know from our research that children who enter foster care 
are at much higher risk for developing both physical and emotional 
disorders, especially traumatic stress, and the child welfare system 
currently struggles to fully meet their needs. If inadequately treat- 
ed, these experiences can lead to worsening health conditions and 
may hinder a foster parent’s ability to meet the child’s needs, po- 
tentially resulting in multiple placements for that child. 

This lack of stability can lead to increasingly restrictive and cost- 
ly placements and make it more difficult for that child to find a 
permanent, loving family. These undesired outcomes can negatively 
impact the well-being of children and youth in foster care and also 
mean additional cost for the child welfare and other public systems. 
The need for action in this area is clear. 

Our own data show that 18 percent of children in foster care are 
taking one or more psychotropic medications, and the GAO has es- 
timated an even higher rate of 21 to 39 percent. Children in care 
are prescribed psychotropic medications at far higher rates than 
other children served by Medicaid and often in amounts that ex- 
ceed those indicated by FDA approved labeling for such drugs. 

We appreciate the important role that Congress, led by this com- 
mittee, has played in bringing attention to these issues, specifically 
the 2008 enactment of Fostering Connections to Success and In- 
creasing Adoptions Act, which required for the first time ongoing 
oversight and coordination of health care services for children in 
foster care, to the more recent enactment of the Child and Family 
Services Improvement and Innovation Act in 2011 that requires 
States to report to HHS protocols they have in place for monitoring 
the use of psychotropic medications. 

We have worked across the agency and collaboratively across the 
Department to provide guidance to States on monitoring the use of 
psychotropic medications for children in foster care, and we have 
also shared information about evidence-based interventions that 
address the underlying issues of trauma. We reviewed the progress 
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that had been made and saw that there was a practice gap that 
needed to be filled. 

Child welfare agencies often did not have access to adequate re- 
search-based nonpharmaceutical mental health treatments and, as 
a result, often rely on medication as a first line of treatment. If we 
are serious about reducing the use of psychotropic medication, we 
must also ensure that child welfare agencies have access to evi- 
dence-based interventions. Therefore, along with CMS, we devel- 
oped the proposal you see in the President’s fiscal year 2015 budg- 
et, one we hope you will give thoughtful consideration to. This pro- 
posal presents a concerted effort to reduce overprescription of psy- 
chotropic medications for children by increasing the availability of 
evidence-based psychosocial treatments that meet the complex 
needs that children who have experienced maltreatment often 
have. 

Increased access to timely and effective screening, assessment, 
and nonpharmaceutical treatment will reduce overreliance on psy- 
chotropic medication, improve child emotional and behavioral 
health, and increase the likelihood that children in foster care will 
exit to positive, permanent settings with the life skills and re- 
sources they need to be successful. 

The administration looks forward to working with you to address 
this crucial issue and improve services to some of our most vulner- 
able young people. Again, thank you for the opportunity to speak 
with you today. I would be happy to answer any of your questions. 

Chairman REICHERT. Thank you, Ms. Chang. 

[The prepared statement of Ms. Chang follows:] 
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Chairman Reichert, Ranking Member Doggett, and members of the Subcommiltee, thank you for 
inviting me to testify. The Administration is very concerned about the over-medication of 
children in the foster care system. We are grateful to you for having this hearing and bringing 
more attention to tite issue. 

1 am Joo Yeun Chang, Associate Commissioner of the Children’s Bureau. 1 have tvorked as a 
national advocate on child welfare policies botlt as a senior slalT attorney at the Children's 
Defense Fund and immediately prior to my appointment to the Bureau, I worked at Casey Family 
Programs Foundation where I worked closely with .state and local child welfare agencies. In my 
current role, I oversee the Federal foster care and adoption assistance programs as well as a range 
of prevention and post-permanency initiatives. 

At the Department of Health and Human Services (HHS). we are working with the state agencies 
that run child welfare systems to ensure that the vulnerable children in their care receive the 
proper medication. As v ictims of abuse or neglect, these children often need help dealing with 
their diflicult e.xpericnces and, in recent years, the abiding impacts of traumatic experiences has 
become clearer through research. 

Children who conic into foster care often have been exposed to multiple acute and chronic 
traumas, including abuse or neglect and subsequent removal from their homes. The Centers for 
Disease Control and Prevention's Adverse Childhotid Experiences .Study and other research 
studies tell us that the impacts of these adverse experiences affect children in all domains: 
cognitive functioning, physical health and development, emotional and behavioral functioning, 
and social functioning. We know from the research that children who enter foster care arc at a 
much higher risk for developing both physical and emotional disorders and the child welfare 
system currently struggles to fully meet their needs. If inadequately treated, these experiences 
can lead to worsening health conditions and may hinder a foster parent's ability to meet the 
child’s needs, potentially resulting in multiple placements. This lack of stability can lead to 
increasingly restrictive and costly placements and make it more difficult for that child to find a 
permanent family. These iindesired outcomes can negatively impact the well-being of children 
and youth in foster care and also moan additional costs for the child welfare and other public 
systems. 

The need for action in this area is evident. Ill IS data show that 18 percent of the children in 
foster care were taking one or more psychotropic medications at the time they were 
.surveyed (NSCAW II data collected October 2009 through January 2011). The Government 
Accountability Office has estimated an even higher range of 21 to 39 percent. Children in foster 
care arc prescribed psychotropic medications at far higher rates than other children .served by 
Medicaid, and ofien in amounts that exceed those indicated in Food and Drug Administration- 
approved labeling for such drugs. Many psychotropic medications are not approved for use in 
children, And in the cases where they are approved for use in children, some of these 
medications are used ofl-label for other psychiatric conditions which are not approved for 
children. 

We appreciate the important role that the Congress, led by this Committee, has played to bring 
attention to these Lssues. Specifically, the 2008 enactment of Fostering Connections to Success 
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and Increa-sing Adoptions Act. which required for the first time that child welfare agencies 
develop ongoing oversight and coordination of health care ser% ices for children in foster care to 
the more recent enactment of the Child and Family Services Improvement and Innot ation Act in 
201 1 that requires states to report to the I II IS protocols they have in place for monitoring the use 
of psychotropic medications. 

We have worked across the agency, and colluboratively across tlie Uepartmeni, to provide 
guidance to states on monitoring the use of psychotropic medications for children in foster care 
and have shared information about evidence-based interventions that address the underlying 
issues of trauma. For example: 

In 201 1, then Administration for Children. Youth and Families Commissioner Bryan Samuels 
testified before the Senate Committee on Homeland Security and (iovemmental AlTairs about 
the importance of the issue and provided an update on HHS actions to that point. 

In 201 1. ACF, the Centers for Medicare & Medicaid Services (CMS) and the Substance Abuse 
and Mental Health Services Administration (SAMHSA) issued a Tri-Agency State Director letter 
to draw attention to the problem of inappropriate psychotropic medication use in foster care and 
to provide guidance about best practice approaches to medication oversight and monitoring. 

In April 2012, ACF issued an Infonnation Memorandum (IM) that helps states implement the 
new requirements of the Child and Family Serv ices Improvement and Innovation Act and 
provides infonnation on promoting the safe, appropriate, and effective use of psychotropic 
medication for children in foster care. 

In spring 2012, ACF collaborated with CMS and SAMHSA on n three-part webinar series to 
help states with the development of the psychotropic medication oversight and monitoring 
components of their title IV-B plan. 

In August 21)1 2, ACF. CMS, and SAMHSA co-hosted a summit for state child welfare, 

Medicaid, and mental health oflicials on strengthening the management of psychotropic drugs 
for children in foster care. 

In August 2012, CMS released an Information Bulletin containing additional information 
regarding managing the use of these drugs in vulnerable populations. 

In July 2013. ACF, CMS. and SAMHSA issued another Tri-Agency Stale Director letter 
encouraging the integrated use of trauma-focused screening, functional assessments, and 
evidence-based practices to improve child well-being. 

Since 2011, ACF has awarded a total of S24 million in 1 8 states and the District of Columbia to 
promote the use of evidence-based interventions to improve social and emotional well-being of 
children in foster care. 

After conducting these activities, we reviewed the progress that had been made and .saw that 
there was a practice gap that needed to be filled. Child welfare agencies did not have access to 
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the research-based, non-phurmaeological. mental health treatments for the conditions for which 
many of these children were being medicated. 

Therefore, along with CMS, we developed the proposal you see in the FY 2015 President’s 
Hudget, one we hope you will give thoughtful consideration. 

fhe existing strong evidence-base in the area of trauma-informed psychosocial interventions 
warrants a large initial investment to expand access to cITective interventions. The ACT proposal 
for S250 million over five years would fund infrastructure and capacity building, while the CMS 
inve.stment of S500 million over five years would provide incentive payments to states that 
demonstrate measured improvement. 

ACF’s funded activities would include; 

• Closely linking findings from screenings and assessments with the selection of 
appropriate interventions, and ongoing assessments would be used to monitor children's 
progress with treatment: 

• Coordination between child welfare case planning and management and Medicaid, 
especially Early and Periodic Screening. Diagnosis, and Treatment (EPSDT); 

• d raining of child welfare stafi'. foster parents, adoptive parents, guardians, judges and 
clinicians to make informed choices about evidence-based trauma interventions for the 
children they work with and, for caregivers, to implement their roles in interventions that 
require .strong home-based support. Beyond initial training, some interventions require 
booster trainings to ensure that fidelity to the models does not erode over time. The child 
welfare workfoao also should develop literacy in the area of evidence-based practice to 
support the transition to evidence-based service delivery; 

• Fidelity monitoring and ongoing coaching/superv'ision, which arc critical to the delivery 
of evidence-based interventions. Without them, the integrity of the intervention is 
compromised, and expected results may not be achieved; 

• Evaluation; and. 

• Systems to support and improve coordination between state child welfare agencies, 
Medicaid, and behavioral health services. 


CMS incentive payments would recognize state improvement through a combination of process 
and outcome measures that would be available to qualifying demonstration states. States would 
receive incentive payments for making improvements again.st a baseline of standardized, national 
outcome measures that could include an assessment of the appropriateness or overuse of 
psychotropic medications in foster youth, as well as measures employed to evaluate the impact 
of such use on youth in foster care. 

This proposal presents a concerted effort to reduce over-prescription of psychotropic medications 
for these children by increasing the availability of evidence-based, psychosocial treatments that 
meet the complex needs of children who have experienced maltreatment. Increased access to 
timely and effective screening, assessment, and non-pharmaceulieal treatment will reduce over- 
pre.scription of psychotropic medication as a first-line treatment strategy, improve their 
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emotional and behavioral health, and increase the likelihood that children in foster care will exit 
to positive, pcmtanenl settings, with the skill.s and resources they need to be successful in life. 

The Administration looks forward to working with you to address this cnicial issue and improve 
services to some of our most vulnerable young people. 

Again, thank you for the opportunity to speak with you today. I would be happy to answer any 
questions. 
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Chairman REICHERT. And before Ms. Hovenier begins, I would 
just like to point out that she is quite a remarkable young woman, 
and as a 21-year-old alumni of Washington’s foster care system, 
she spent 7 years in foster care, primarily in Pierce County in 
western Washington, just south of Seattle area. She has become a 
strong advocate for foster care reforms, working with the Mocking- 
bird Society, an advocacy organization for young people impacted 
by foster care and homelessness in Washington State. And I know 
she hopes her advocacy will improve the foster care system for 
young people who come after her, and I believe that you will. 

Thank you for being with us today, and you can go ahead. She 
says she is not nervous. I told her I was. 

But go ahead, you have 5 minutes, Ms. Hovenier. 

STATEMENT OF DAWNA ZENDER HOVENIER, THE 
MOCKINGBIRD SOCIETY 

Ms. HOVENIER. Thank you. Chairman Reichert, Ranking Mem- 
ber Doggett, and committee members for giving me the opportunity 
to speak. 

My name is Dawna Zender Hovenier. I am 21-years old and have 
spent 7 years in foster care in Washington State. On my 18th 
birthday, I aged out of foster care and was released after spending 
7 months in an adolescent psychiatric hospital. 

My hope is that the government will quit spending millions of 
dollars forcing kids like me to take drugs they do not need and give 
them things Qiey do need, such as a volunteer CASA who believes 
in them, skilled mental health professionals who they can talk to 
and, most of all a loving, compassionate family that believes in 
them. 

I was ordered into the psychiatric hospital after my social worker 
told the court I had borderline personality disorder, major depres- 
sive disorder, and suicidal ideation. I was forced to take strong 
doses of psychotropic medication and told I could probably never 
live on my own. Only my CASA and the man who became my fa- 
ther agreed with me that I did not need the drugs. 

The 7 months I was locked up and forced to take these drugs felt 
like being in jail. After reviewing my records, I discovered that the 
foster care system paid $15,000 a month, about $120,000 total, to 
lock me up and take these drugs. 

Last year, I earned my certified nurses aide certificate after suc- 
cessfully completing 2 years of classes at Bellingham Technical Col- 
lege. My GPA? It was a 3.92. I am currently enrolled at Whatcom 
Community College in Bellingham, Washington. Thanks to Eederal 
and State funding for former foster youth, I was able to complete 
all my prerequisites required for a nursing degree. I am hoping to 
be accepted into an RN program to pursue my dreams of becoming 
a nurse. 

I have lived independently for more than 2 years. I have been off 
all psychiatric medications for more than 3 years. I have never felt 
better or happier. 

What happened? How did I transition from being diagnosed a 
mentally disabled foster youth to a model student and productive 
member of society? I don’t have time to tell my whole story. De- 
spite everything I experienced growing up, I know I was lucky. 
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When I was 16, the man who recently became my father and is 
here with me today adopted my then 10-year-old brother from fos- 
ter care. My younger brother was also forced to take strong doses 
of psychiatric drugs. He has been off them since his adoption more 
than 5 years ago. 

My dad hired an attorney to fight the State’s plan to transfer me 
to an adult psychiatric facility. He picked me up on my 18th birth- 
day and sent me to live with his friends. They are now my family, 
too. So today it feels like I have two dads and a mom. 

The next 6 months were among the most difficult in my life. Be- 
cause of my diagnosis in foster care, we could not find a psychia- 
trist willing to take me off the medications, so we had to do it our- 
selves. This meant battling many intense withdrawal symptoms. 
One of the medications I was on can cause seizures, resulting in 
death if not carefully discontinued. My dad wrote a book about 
adopting my brother from foster care, and some of the professionals 
who read it advised him on how to get me off these medications. 

Six months after aging out of foster care I managed to graduate 
from Mount Baker High School with my class. A few months later, 
I moved into my own apartment. My new family helped me find an 
excellent therapist, who supported me in my decision to get off 
these medications. 

Today I am able to talk about my feelings, but when I was in 
the psychiatric hospital, I was so drugged up, I didn’t even know 
how I felt. My twin sister said I was like a zombie. I know some 
of the kids I was locked up with needed medication. They heard 
voices that weren’t there and got violent sometimes, but I believe 
many of the foster kids were like me and needed loving parents to 
guide them. 

When I think about the government spending over $120,000 lock- 
ing me up and forcing me to take these drugs, it makes me very 
angry. I wish that the money could have been spent helping foster 
youth. 

Despite all of this, I have been so lucky. A few months ago, on 
the same day as my brother’s adoption 5 years ago, my dad adopt- 
ed my twin sister and me. What really helped me get off the medi- 
cation was being surrounded by people who loved me and wanted 
to help me. I b^elieve what most foster youth need is love, not 
drugs. 

Although I can never get back the 7 months that I was locked 
up and forced to take these drugs, I hope that telling my story here 
today and continuing to work with the Mockingbird Society will 
help other youth like me and encourage change. 

In closing, I want to thank the Mockingbird Society for making 
it possible for me to come from Seattle to be here today. They are 
an awesome youth advocacy organization that helps young people 
share our experiences about foster care and gives us a chance to 
be heard. 

Thank you. Chairman Reichert, for inviting me here today. I 
want to thank you for all the work you do for foster youth. 

Dr. Phil, I also want to thank you for everything you have done. 

And I am grateful to my CASA for being the person who knew 
me and told the court that I did not need these drugs, and for all 
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my family, my twin sister, and my therapist for supporting me to 
get off these medications. Thank you. 

Chairman REICHERT. You did awesome. You want to come up 
here and take my place and run the rest of the show? 

Ms. HOVENIER. No thank you. 

Chairman REICHERT. No? Thank you for your testimony and 
thank you for your work. 

[The prepared statement of Ms. Hovenier follows:] 
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Dawna Zendcr Hovenier 
WrUlcn Testimony 

House Ways and Means Subcommittee on Human Resources 
Are IVe Overmedicatlng Children in Foster Care? 

May 29, 2014 


Thank you Chairman Reichert. Ranking Member Doggett. and Committee members for giving 
me the opportunity to speak. My name is Dawna Zender Hovenier, I am 21 years old and I spent 
seven years in foster care in Washington .Stale. On my 1 8lh birthday, in December of 20 1 0, 1 
aged out of foster care and was released after spending seven months in a lock up adolesccnl 
psychiatric hospital. 

My hope is that the government will quit spending millions of dollars forcing fo.ster kids like me 
to take drugs they do not need and help give them things they do need such as a volunteer CASA 
who believes in them, skilled mental health professionals who can talk to them and most of all a 
loving home with compassionate parents that believe in them. 

I was ordered into the psychiaU'ic hospital after my social worker told the court I had Borderline 
Personality Disorder, Major Depressive Disorder and suicidal ideation. I was forced to take 
strong doses of psychiatric medications and told I could probably never live on my own. Only 
my CASA and the man who became my father agreed with me that I didn’t need the drugs. The 
seven months I was locked up and forced to take drugs against my will felt like being in jail. 

After reviewing my records, I discovered that the foster care system paid almost S 1 5.000 a 
month, about 5120,000 total, to lock me up and take psychiatric drugs that I did not need. 

Last year I earned my Certified Nurses Aide certificate after successfully completing two years 
of classes at Bellingham Technical College. My GPA was a 3.92. I am currently enrolled at 
Whatcom Community College in Bellingham. Washington. Thanks to federal and state funding 
for former foster youth. I was able to complete all my prerequisites for a nursing degree, and I 
am hoping to get accepted into an R.N. program to pursue my dream of becoming a nurse. 

I have lived independently for more than two years. I have been off all psychiatrie medication for 
more than three years. I have never felt better or happier. 

What happened? How did I transition from being diagnosed a mentally disabled foster youth to a 
model student and productive member of society? 

I don’t have time to tell my entire story. Despite everything I experienced growing up, I know I 
was lucky. When I was 16. a man who recently became my father and is here with me today, 
adopted my then I (l-year-old brother out of foster care. My younger brother was forced to lake 
psychiatric drugs in foster care loo, but he has been off them since his adoption more than five 
years ago. My dad hired an attorney to fight the slate’s plan to transfer me to an adult psychiatric 
facility. He picked me up on my 18th birthday and took me to live with his friends. They are my 
family now loo. so today it feels like 1 have two dads and a mom. 
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The next six monllis were among the most difficult in my life. Because of my diagnosis in foster 
care, we couldn't lind a psychiatrist willing to lake me ofl’llie drugs, so we had to do it ourselves. 
This meant battling the intense withdrawal symptoms: one of the medications I was on can cause 
seizures resulting in death if discontinued hastily. My dad wrote a book about adopting my 
brother from foster care, and some of the professionals who read it advised him how to gel me 
olT all the medications. 

Six months alter aging out of foster care, I managed to graduate from Mount Baker H igh School 
with my class. A few months later. I moved into my own apartment. My new family helped me 
find an excellent therapist who supported my decision not to lake drugs. Today I am able to talk 
about my feelings, but in the psychiatric hospital I was so drugged up I never knew how I fell. 

My twin sisler said the drugs made me seem like a zombie. 

I know some of the kids I was locked up with needed medication. They heard voices that weren’t 
there and sometimes got violent, but I believe many of the kids were like me. and didn't need to 
be drugged. What they needed was a family that loved them and parents to guide them. When I 
think about the government spending more than $120,0110 locking me up and forcing me to lake 
drugs I did not need, it makes me angry. 1 wish the money could have been spent helping foster 
kids instead of harming me. 

Despite all of this. I've been so lucky. A lew months ago, on the same day as my brother's 
adoption five years ago, my dad adopted my twin sister and me. What really helped me get olT 
the medication was being surrounded by people who loved me and wanted to help me. I believe 
what most foster kids need is love, not drugs. 

Although I can never get back the seven months that I was locked up and forced to lake drugs 
against my will. I hope that telling my story here today and continue to work with the 
Mockingbird Society will help other youth like me and encourage change. 

In closing, I want to thank the Mockingbird Society for making it possible for me to come from 
Seattle to be here. Tliey arc an awesome advocacy organization that helps young people like me 
share our experiences to improve the foster care system and gives us a chance to be heard. 

I'll always be grateful to my C ASA for being the one person who really knew me and who told 
the court that he agreed with me that I didn't need medication and I’ll be forever grateful to my 
dad for adopting me. and for all my new family, my therapist, and twin sister for giving me the 
support I needed to slop taking psychiatric medication 1 did not need and become who I am 
today. 

Tiiank you Chairman Reichert for all the work you do for foster kids and for inviting me here to 
speak. 
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Chairman REICHERT. Dr. McGraw, you are recognized for 5 
minutes. 

STATEMENT OF PHIL MCGRAW, PH.D., TALK SHOW HOST, “DR. 

PHIL” 

Mr. MCGRAW. Chairman Reichert, Ranking Member Doggett, 
and distinguished Members of the Committee, I wish I didn’t have 
to follow this young lady. That is a tough act, to say the least. 

I am honored to be invited here to talk about the possible misuse 
of these psychotropic drugs. They are all too often prescribed to 
America’s foster children. Look, these drugs can change and even 
save lives, there is no question about it, but when it comes to these 
vulnerable children, these drugs are just too often misused as 
chemical straitjackets. It is just a haphazard attempt to simply 
control and suppress undesirable behavior rather than treat it, 
nurture it, and develop these treasured young people, and simply 
put, it just makes them less inconvenient. It just makes them less 
inconvenient so they don’t take as much energy to manage. 

And you have my written statement, and I kind of want to begin 
where it leaves off because I believe that 80 percent of all questions 
are really statements in disguise. And I think everybody here al- 
ready agrees, these drugs are flowing too much; there is just no 
question about that. You know the numbers. 

The real question is why? You know, why is this happening? I 
mean, three times as many foster children as their counterparts 
are getting these drugs; 40 percent of them are on three classes of 
drugs, some are on five classes of drugs. This is polypharmacy. Is 
there more psychopathology with these foster children? Of course, 
there is. They have more abuse and neglect that they have had to 
go through. Eighty percent are diagnosed with mental illness as op- 
posed to 20 percent in the general population, but this is no jus- 
tification. 

I have been working with this population for 5 years, for five dec- 
ades. Robin and I have been national spokespersons for CASA for 
a number of years. Their budget has been cut, which just broke my 
heart to see. These kids face problems that you are not going to fix 
by throwing drugs at them. And a lot of them don’t even take the 
drugs; they sell them. Dr. Charles Sophy is with me here today. He 
is the chief medical director for the L.A. County DCES, the largest 
in the country. He told me within the last month, near a shelter 
in L.A., some of those children tried to sell him their psychotropic 
drugs, not knowing he was the medical director, and more than 
once in an hour trying to sell the drugs. If they do take them, are 
they less inconvenient? Maybe. But it is not convenience without 
consequences. 

They should never be used without evidence-based research. 
There should be proper diagnostics done and appropriate moni- 
toring done, and it should always be in conjunction with evidence- 
based therapies, and anything less, we just have to be honest, we 
are sabotaging these kids, we are just flat out sabotaging them. 
And in my view, this is like pulling a thread. The entire system 
is flawed. It is not just the drugs. The entire system is flawed. Do 
we need to turn off the flood of drugs? Yes. But the problem is we 
have got a reverse incentive system here. It is a system where the 
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government continues to pay for the drugs. We say you shouldn’t 
give them, but yet they continue to be compensated for them, and 
these foster children, the more labels they get, the more drugs they 
are on, the more money they get to take care of that child. So they 
are actually paid for pathology. The more scripts, the less treat- 
ment, the more scripts, the less energy, and so it just becomes an 
assembly line, high volume, move them in, move them out process, 
and these children deserve better than that. 

Real treatment takes high energy, it takes — it is low volume. I 
mean, you have got to have more people, it takes more time, but 
we have got too many doctors with insufficient training in these 
drugs. They don’t know what the drugs do. We don’t — most of us, 
if we are honest, we have to tell you, we don’t know why the drugs 
work when they do work. We don’t know the agent of action, the 
agent of change, but we have too many doctors with insufficient 
training about these drugs that are prescribing them, and there is 
no follow up because the foster parents change. So there is no long- 
term follow on this, and then the therapists they do get, they 
change. You have got children with detachment problems, attach- 
ment disorders, detachment problems, and we rotate their thera- 
pist in and out. As soon as they bond with one, then they are faced 
with another one. So it just becomes a serious problem. 

I have been in this situation, hopefully, fortunately not as bad 
as some of these children, but I was homeless when I was 15 years 
old. I was living on the streets in Kansas City. I was living in a 
car. We finally got a room at the YMCA, my dad and I, and then 
ultimately an apartment where we got an apartment, but we had 
no utilities because we didn’t have money for the deposit. So we 
froze to death in the dark from 4:30 on, but I tell you what hap- 
pened to me. Nobody ran at me with a handful of drugs. I fortu- 
nately had a football coach and some others who taught me about 
responsibility, taught me about the things to do that were impor- 
tant, and that is what CASAs do with these children. That is what 
therapists involved with evidence-based treatments would do with 
these children. But we have got to stop the flow of drugs and we 
have got to focus on reunification. We have just got to try to get 
these children back home. 

This system is broken, and it is flawed, and psychology has made 
great strides. We truly do have alternatives to offer these children, 
and without the side effects that the drugs have, but it takes time 
and it takes money, and it takes a completely different model than 
what we have right now, and so I am obviously very passionate 
about this. 

I just feel so strongly that these children need somebody to put 
an arm around their shoulder, somebody to help them, rather than 
just throw drugs at them, and there is nothing better for these chil- 
dren than to be able to look themselves in the mirror and say, I 
did this, I found my way, I got my coping skills. 

So I will stop. I want to thank the committee for inviting me to 
participate. A wise man once said — well, actually it was me that 
said it, you can’t change what you don’t acknowledge. And this 
committee is making a bold acknowledgment of this problem, and 
so I am happy to answer any questions. 
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I have Dr. Frank Lawlis, the chairman of my advisory hoard 
here; Dr. Charles Sophy, who I mentioned earlier, is here; Dr. 
Marty Greenberg, our director of professional affairs, is here. We 
are all here to answer any questions anybody has got. We want to 
change this model. We want to start taking care of these kids. They 
have been through enough. 

Chairman REICHERT. Thank you. Well, we didn’t even have to 
hold up an applause card on that one. I wish we had a half hour 
show. Doctor, but that was great testimony. Thank you so much. 
You and I have a couple of things in common. One, I ran away and 
lived in my car. It was a 1956 Mercury for me; I don’t know what 
you had. 

Mr. MCGRAW. 1955 Chevy, no reverse. It had no reverse, but 
it did go forward. 

Chairman REICHERT. And it was a football coach that came to 
help me, too, so thank you for your testimony. 

[The prepared statement of Mr. McGraw follows:] 
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INCONVENIENT YOUTH: 

THE OVERMEDICATION OF CHILDREN IN FOSTER CARE 

COMMITTEE ON WAYS AND MEANS SUBCOMMITTEE ON HUMAN RESOURCES 
TESTIMONY BY DR. PHILUP C. MCGRAW, PH.D. 

THURSDAY, MAY 29, 2014 

Chairman Reichert, Ranking Member Doggett and esteemed members of the 
Committee. I am honored to be invited to appear before you to participate in this 
critical discussion concerning the possible misuse of prescription psychotropic 
medications. These drugs are all too often prescribed to America's foster children. I 
believe evidence shovns these medications are too frequently, and sometimes even 
recklessly, prescribed to children in the foster care system and others with limited 
access to quality medical and psychological care. 

PresCTiption psychotropic drugs can change and even save lives, but when it comes to 
these vulnerable children, these drugs are too often misused as "chemical straight 
jackets." This is a haphazard attempt to simply control and suppress undesirable 
behavior, rather than treat, nurture and develop these treasured young people. 

It is well documented that compared with the child and adolescent population at large, 
children in our nation's foster care system exhibit higher rates of emobonal distress and 
mental illness. Sadly, they endure a far greater frequency and variety of horrific events, 
abuse, neglect, and trauma than children who live with intact families. Consequently, 
they experience increased educational and developmental deficits, and a higher 
frequency of diagnosed mental illness. 

Approximately 20 percent of children in the general population are diagnosed with a 
mental disorder. In the foster care population, estimates are as high as 80 percent. We 
would certainly expect to see more of these children for whom psychotropic medication 
is appropriate, if not essential, but even then, there are grave concerns the evidence 
does not support the excessive prescribing pattern we see. 

The reality is medication cannot put the psycho-social horse back in the barn. These 
kids deserve to live in safe environments where healthy behaviors are observed and 
modeled. A rush to medication creates a more manageable world for caregivers, 
teachers, and courts, but have we really helped these under-served children? Throwing 
drugs at the problem may make them "less inconvenient" in the moment, but is 
convenience a justification for higher rates of psychotropic drug therapy? I pray to God 
the answer Is no, no, no. Looking for a drug just because it is calming and constrictive 
Is wrong on so many levels. Long-term solutions cannot and will not be found in a pill 
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bottle. So how do we determine the appropriate and necessary use of prescription 
psychotropic drugs with these children? 

To answer this question, we must ask several more. When psychotropic drugs are 
used, is the use supported by evidence-based research? Has there been an appropriate 
diagnostic formulation reached by a qualified health care professional using well- 
established criteria? Once prescribed, is there appropriate monitoring of these 
medications for efficacy and side effects? Are medications used in conjunction with 
psychological and behavioral interventions? 

If the answer to any or all of these questions is no, and I fear too often this is the case, 
then the bottom line is we stand by as these children are actually sabotaged in two very 
significant ways. First, they may be getting inappropriate and over-prescribed 
psychotropic drugs. Secondly, they are not receiving the evidenced-based treatments 
they actually need. This is a double or even triple "bad deal." Think about it. If you 
make a wrong turn and go five miles in the wrong direction, that is a 15-mile mistake! 
You go 5 miles in the wrong direction, you have to come back 5 miles and then begin to 
go the 5 miles you should have started with! These children go through enough without 
being run all over hell and half acre. They desperately need to get the appropriate help 
they need, at the precise time they need the help. Let us begin to embrace the gold 
standard and do only what Is "In the best interest of the child." 

We can and must because these children deserve better. I think old sayings get to be 
old because they make good sense. To quote an old saying here, we need to become 
part of the solution for these children and not part of their problem. We must put an 
end to our lazy, poorly conceived and antiquated care plans. 

Like so many things in life there is a right way and a wrong way to do things. Based on 
my academic training, my experience as a clinical psychologist and my work alongside 
both adult and pediatric psychiatrists, I have seen firsthand the benefit of these 
medications when prescribed under the proper circumstances. I have also seen the 
damage done when the drugs are used by health care professionals with inadequate 
training and experience in the treatment of behavioral and mental disorders. Their lack 
of understanding of the medicines they so readily prescribe, coupled with insufficient 
training in the measurement and diagnostic criteria that is so essential, hinders the 
development of a quality, comprehensive treatment plan. These children deserve 
better than to be part of an assembly line style of medicine. Move 'em in, move 'em 
out! There just has to be a better solution. 

I know this population because I have worked closely with them for years. So many of 
these children are just your normal everyday kids who live in extremely atypical 
circumstances. We must properly differentiate between psychological, medical and 
neurological etiology for the behavioral and emotional problems before choosing a 
treatment plan. We cannot allow some foster parents and Ill-Informed, albeit well- 
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intended, health care providers to simply default to psychotropic drugs because it is an 
easier, "seemingly" more convenient solution. Solutions that may seem efficacious in 
the short term might be devastatingly disruptive in the long run. The goal simply cannot 
be to make raising these children less demanding in the moment. 

These are not theoretical concerns or hypothetical scenarios. These are real situations 
unfolding as we speak. At increasingly alarming rates, we find these drugs being over 
prescribed and inadequately monitored. Data show that over 40 percent of children in 
foster care are taking three or more prescription medicines from different classes of 
drugs, Including anbdepressants, anxiolytics, antipsychotics, stimulants, mood 
stabilizers and hypnotics. Some are taking medications from five different classes of 
drugs. Including children under the age of one year. There is not one shred of research 
or scientific evidence that this is effective, or even safe! 

The lack of research and published data is all the more puzzling to me because the FDA 
has established an incentive for testing medicines designed for adults to be used with 
children with various bolt-on pediatric marketing exclusivities. Hopefully, pharmaceutical 
companies will take advantage of this incentive and help us understand how, when, and 
when not, to use their products in children. A more active partnership and dialogue can 
only serve to benefit these children. 

But, It is in the trenches where the prescription pen becomes the mighty sword in this 
battle. This is where the abuse is happening. This is where the drugs are mis-used as 
weapons to subdue and contro/ behavior. Again, let me reiterate, I am not talking about 
the appropriate use of these medications when prescribed by specialty-trained 
professionals in conjunction with evidence-based behavioral therapies. In those cases, 
many of these drugs provide profoundly positive effects. 

The risks of this polypharmacy, the use of multiple drugs from multiple categories, is 
unfathomable. Research does not support this practice and drug-to-drug interactions 
potentially create more problems than they solve. 

As if this were not enough, it seems that government-run programs are subsidizing 
these negligent practices. Medicaid and similar state-run programs pay for the cost of 
medical care for most of these children In foster care. It is reported these children are 
prescribed psychotropic medications at more than three times the rate of lower-income 
children from intact families who also are covered by Medicaid. This needs to and must 
be further investigated. 

The time is now for good science and not convenience to be our guide. If research does 
not support the way we practice, we must reexamine the way we practice. We are long 
past due in looking at the research to determine if these drugs are effective, or for that 
matter, even safe. 
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Further, it is time to iook at the foster children on an individual, case-by-case basis. 
They are not a "one size fits all" population. As I said, and cannot emphasize to you 
enough, some of these children have no mental illness or disorder whatsoever, yet 
they are medicated. 

Others actually do have a legitimate Illness or disorder but are improperly diagnosed 
by caregivers either not properly skilled or unaware of how to access or rule out 
relevant diagnostic criteria. For example, someone in a manic phase of bipolar disorder 
might erroneously be diagnosed with ADHD and therefore be given medication lacking 
therapeutic efficacy and in fact it could potentially have the effect of pouring gas on a 
fire. 

Still other foster children may be properly diagnosed but improperly treated with 
medications with no scientific support for use with that particular disorder. This is 
especially disturbing when we have non-medication treatment techniques that are 
proven effective, and very importantly, do not have the long list of medication 
side effects. 

We must not forget the standard of care in the prescribing of psychotropic medication 
requires appropriate monitoring. This Is oftentimes difficult and time consuming, but 
it comes with the territory. Without proper monitoring, drugs have the potential to 
delay the development of normal adaptation processes, which can further handicap a 
child. The over reliance on medication, without proper behavioral interventions, does 
nothing to help a child develop coping and problem-solving skills essential for 
educational, social and moral development. These are the very skills needed to 
overcome their history and help fill the gaps in their development that led them into the 
foster care system. 

Even the appropriate use of medication in some disorders can place a child at greater 
risk for future dependence on prescription or non-prescription drugs. We know that 
many of these drugs have addictive elements. 

The absence of this monitoring results in more than just a few foster teens actually 
selling their drugs on the street rather than taking them. 

Dr. Charles Sophy, a highly skilled and experienced psychiatrist and Medical Director of 
the Los Angeles County Department of Children and Family Services, recently shared 
with me a shocking anecdote, It seems some of the children in the foster care system 
in LA approached him on a street near a shelter. Without realizing who he was, they 
attempted to SELL him the psychotropic drugs they had been prescribed. Instead of 
taking them, they chose instead to turn the pills into a source of cash! Streets leading 
up to certain shelters are referred to by some of these children as “the gauntlet." Those 
seeking shelter there believe they first have to run a "gauntlet" of drug dealers and 
other predators hanging around there knowing these children are coming by. These are 
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the very same children and the very same drugs we are talking about here today. It 
happened more than once in less than an hour! 

This story is to me both staggering and frightening. One can only hope foster parents 
and prescribers notice if drugs important enough to prescribe weren't even being taken! 
We are the grown ups here, Aren't we the ones responsible enough to pay closer 
attention to these at risk youth who so desperately need our support and guidance? 

The news is not all dreary. Psychological science has advanced tremendously over the 
past 15-20 years. We have evidence-based behavioral treatments known to be very 
effective in producing positive behavior change. Applied consistently by professionals, 
parents and schools, the results are far more enduring than the use of stoprgap 
measures like prescription drugs. These techniques are effective. They do not have 
dangerous side effects. They empower children by demonstrating behavior change is 
not only possible, it is a result of their own efforts. It engages children in the process 
and in the solution. 

Imagine the feeling these children can experience knowing they possess the skills 
needed to succeed in this world. To look at yourself in the mirror and have the tools, 
the confidence, and know, "I can do it!" I personally can think of no greater gift. The 
loving arms these hero foster parents provide these children are also immeasurable in 
impact. (God bless the foster parents!) 

Having said that, I would like to add a very personal note to this discussion. When I 
was a teenager, there was a brief but memorable period of time when I was homeless, 
I remember all too well the feeling of hunger, cold and most devastatingly, the feeling 
of being alone. I remember the struggle trying to go to school, to fit in with peers who 
had a family, a bed, and a meal awaiting them at the end of the day. I was living in a 
parallel universe. 

Ill never forget the feeling of relief when my father and I were able to move from our 
car to a small room in a YMCA, and then finally to an apartment. It would be several 
months before we could afford the depwsit required to turn on the electricity. This was 
my life at the time. No one suggested mind-altering drugs to help me feel better or act 
differently. What I did have were people in my life who believed in me and helped me 
believe in myself. One particular football coach allowed me to be a part of a team when 
I was an outsider and needed very much to belong somewhere. I learned what it 
means to be resilient and not to view myself as a victim. I faced the responsibility for 
my actions, my failures, my future. Sometimes, nothing is more powerful than a child 
feeling a caring adult's arm around his or her shoulder to guide them through the maze 
of life. Foster parents are by and large unsung heroes. My wife Robin and I have had 
the great honor of being national spokespersons for "CASA," the Court Appointed 
Special Advocates program, for the last several years. 
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It is the responsibility of each and every one of us to teach America's foster children the 
skills they need to be happy, productive citizens. This wisdom comes from a unified and 
integrated system that truly creates the conditions under which a disadvantaged youth 
can navigate a course filled with obstacles, and with the finish line in sight, find the 
strength, determination, motivation and courage to cross the line to success. 

Fortunately, there are those involved in this important work that "get it" and get it in a 
big way. There are some extraordinary efforts under way to do the right thing and 
make a difference in the lives of foster children. The GAO produced a very important 
document which not only comprehensively assesses this problem, but provides 
meaningful guidance to states on best practices for overseeing psychotropic 
prescriptions for foster children. The Texas Department of Family and Protective 
Services and the University of Texas College of Pharmacy have provided a well 
reasoned set of general principles evaluabng medication utilization parameters for 
children and youth in foster care. The Illinois Department of Children and Family 
Services has developed a very comprehensive set of guidelines for the practice of 
pediatric pharmacology developed specifically for this population. Many of these, and 
other entities, have brought us closer to what is hopefully becoming the standard of 
care in the use of psychotropic prescribing in children and adolescents. 

I want to conclude my remarks by saying, like many of you, 1 am grateful for all the 
opportunities I have for health, love, hopes and dreams for my own children and 
grandchildren. I recognize all children are not this fortunate. The 400,000 children in 
this great country who are placed in foster care each year due to abuse and neglect 
have neither the voice to advocate for themselves, nor the strength, maturity or 
resources to protect themselves. If we continue to throw drugs at them, drugs that in 
many cases are not even approved or recommended for children, are we not saying, 
"you are forgotten, you are not worth the effort of actual treatment, you are 
inconvenient?" 

We must all step up to bridge the gap to take these children from victims to victors. We 
must and can do better. 

1 want to thank this Committee for inviting me to participate in this very important 
forum so close to my heart. A wise man once said, (well actually it was me that said it), 
"You can't fix what you dont acknowledge." This committee is boldly acknowledging a 
problem. I feel confident the solutions are closer today because of your interest. I came 
today accompanied by Dr. G. Frank Lawlis, Psychologist and Chairman of the Dr. Phil 
Show Advisory Board, Dr. Charles Sophy, Psychiatrist and Medical Director of the LA 
County DCFS and also a member of our Advisory Board, who 1 mentioned earlier, and 
Dr, Marty Greenberg our Director for Professional Affairs. I, in fact, we, would be happy 
to answer any questions. 
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Chairman REICHERT. And Dr. Naylor, you are recognized for 5 
minutes. 

STATEMENT OF MICHAEL NAYLOR, M.D., ASSOCIATE PRO- 
FESSOR OF PSYCHIATRY, SCHOOL OF MEDICINE, UNIVER- 
SITY OF ILLINOIS AT CHICAGO (UIC). 

Dr. NAYLOR. Chairman Reichert, Ranking Member Doggett, 
and Members of the Subcommittee on Human Resources, before I 
start, I really want to lodge a complaint against who seated me 
here. He only had to follow one really incredible testimony. I have 
to follow two. I hope I can live up to it. 

Thank you for inviting me to testify before the committee. I am 
truly honored at the opportunity to address the issue of psycho- 
tropic medications for kids in the foster care system. We have al- 
ready heard children in foster care, by definition Medicaid-eligible, 
are at higher risk for developing severe emotional disturbances and 
utilize mental health services at higher rates than other Medicaid- 
eligible youth. They are prescribed more medications at higher 
rates and at higher doses. In a way, these are not particularly sur- 
prising findings. As a population, foster children have multiple risk 
factors that predispose them to severe emotional disturbances and 
psychiatric illnesses, including often of genetic predisposition to 
mental illness, in utero exposure to drugs and alcohol, the adverse 
effects of growing up in poverty, a history of severe trauma, dis- 
rupted early attachments, and multiple placement disruptions, to 
name just a few. 

To complicate matters, there is the fragmented medical and psy- 
chiatric care system and an absence in the most part of a con- 
sistent caregiver to provide consent for and longitudinal oversight 
of their ongoing care. Despite all of this, I do contend that psycho- 
tropic medications are often an important component of a com- 
prehensive psychosocial treatment plan that really is based on a 
good biopsychosocial understanding of these kids and their situa- 
tion. 

I will describe how a program designed and implemented by the 
Illinois Department of Children and Family Services to provide 
consent for and oversight of psychotropic medications in foster chil- 
dren has resulted in more effective, safer, and more cost-effective 
care. 

In July 2007, I testified in front of the committee under Con- 
gressman McDermott and to advocate both for the oversight of psy- 
chotropic medications for foster children and to describe a program, 
the DCFS centralized psychotropic medication consent program. Il- 
linois State law prohibits the administration of psychotropic medi- 
cations to foster children without the consent of the DCFS guard- 
ian. And this is a centralized office compared to other consent pro- 
grams across the Nation. To support the consent process, DCFS 
contracted with UIC to provide an independent review of all psy- 
chotropic medication consent requests to determine the appro- 
priateness of the proposed treatment. Utilizing an extensive data- 
base consisting of consent data, Medicaid pharmacy payment 
claims, and data from the State-wide automated child welfare in- 
formation system, we can monitor an individual’s medication his- 
tory over time, across placements, and across providers, and we can 
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monitor State-wide patterns of psychotropic medication use. We be- 
lieve that this prospective psychotropic medication consent and 
oversight process has resulted in higher quality and more cost-ef- 
fective care, as evidenced by the implementation of a program that 
provides specialty evaluations of and evidence-based psychosocial 
treatments for preschool aged children in an effort to decrease reli- 
ance on psychotropic medications, improved continuity of care pre- 
venting, therefore, on the use of medications that have perhaps 
proven ineffective or been associated with significant adverse ef- 
fects in previous trials, increased adherence to evidence-based pre- 
scribing for the treatment of psychiatric disorders, in the meantime 
resulting in a cost savings, a substantial decrease in the concurrent 
prescription of two or more antipsychotic medications, improved 
monitoring of adverse side effects, for example, documenting the 
weight gain associated with second-generation antipsychotics, and 
devising a policy linking consent for these medications to appro- 
priate medication oversight in the doctor’s office, and finally, im- 
proved safety of pharmacotherapy through the prevention of poten- 
tially serious and even fatal drug-drug interactions. 

In conclusion, I will reiterate my 2007 testimony in support for 
the appropriate oversight for the use of psychotropic medications in 
foster children. As shown by the Illinois experience, a well designed 
and implemented medication consent and oversight program can 
improve the quality of care and increase cost-effectiveness. 

Again, I want to thank the committee for the opportunity to 
speak with you today, and I will gladly answer any questions you 
may have. 

Chairman REICHERT. Thank you. Dr. Naylor. You did just fine. 

Dr. NAYLOR. Thank you. 

Chairman REICHERT. Thank you for your testimony. 

[The prepared statement of Dr. Naylor follows:] 
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INTRODUCTION 

Youth in (osier care represent a vulnerable population. Most have histories of neglect or physical and/or 
sexual abuse severe enougli to require removal from their homes of origin. Foster children, by delmition 
Medicaid eligible, ore at greater risk for developing .severe emotional and behavioral disturbances and 
mental illness, utilize mental hetilth services at higher rales' '''*'’ and are more likely to receive 
psychotropic medications than other Medicaid eligible youth.’ In Dcceinbcr 201 1. the Governmental 
Accountability Office studied the ase of psychotropic medication in foster children in five slates during 
2008 and reported that foster children were prescribed psychotropic medications at higher rales, were 
more likely to be treated w ith live or more concurrent psychotropic medication and were more likely to 
be prescribed higher than recommended doses of psychotropic medications than nonfoster children in 
Medicaid." 

fhc use of psychotropic medications to treat foster children with emotional and behavioral disturbances 
presents unique challenges. Unlike mentally ill children from intact families, youth in state care ollen do 
not have a consistent interested party to coordinate treatment planning and clinical care or to provide 
longitudinal oversight of their ircaimcnt. The issues of informed consent and oversight of the utilization 
of psychotropic medications in this population present a particularly vexing problem. Nationally, child 
welfare agencies have devised .several mechanisms to provide consent for treatment of foster children 
w ith psychotropic mcdicatioas." 

In Illinois, the Department of Children and Family Services (DCFS) UlTice of the Guardian is required 
by state law to provide consent for all youth for whom they have guardianship.'" DCFS recognized the 
need to have a clinically-based quality assurance system to safeguard the medical well-being of its 
wards and contracted with the Univensity of Illinois at Chicago (UlC) Department of Psychiatry in 1<W3 
to establish the Clinical Serv ices in I’sychopharmacology (CSP) to provide an independent review of all 
psychotropic medication consent requests for foster children to ensure the safety, elTcctiveness, and 
appropriateness of the planned treatment regimen. The CSP reviews approximately 14,000 psychotropic 
medication consent requests and reviews approximately 4.000 emergency medication administrations 
annually. In addition to reviewing medication requests, the CSP: 

1 ) collects d.ata on the uliliz.ation of psychotropic medications in foster children statewide; 

2) prov ides consultation on particularly difricult and/or complex cases; 

3) compiles psychotarpic medication histories for clinical stalTmgs and administrative case reviews: 

4) notifies the DCFS OlTice of the Guardian and Advocacy when local and/or provider patterns 
warrant further review and possible remediation; 

5) disseminates information on new pharmaceutical developments and alerts to prescribing 
physicians who serve DCFS wards; 

fi) dralts materials and reviews and comments on DCFS-devcIoped best practice guidelines and 
policies and procedures governing the management of psychotropic drugs; 

7) partners with DCFS to develop programs to provide evidence-based diagnostic assessments and 
treatment for high risk children; and 

8) develops training materials and conducts training for foster parents, other care providers, and 
DCFS-identified staff in management of psychotropic medications. 

I describe the CSP and present data to demonstrate its effectiveness at monitoring clinical trends and 
adverse elTects of psychotropic medications prescribed to foster children and to assess the program’s 
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impaci on psychoiropic meUicaiion prescribing paiienis. In Siudy I we looked at potential risk factors 
for placement disruption for prcschwl-agcd childi'en. In Study 2 we hypothesized that the rate of 
consent requests for tluoxeiine would increase while the rates of other SSRIs w ould decrease when the 
eSP endorsed the use of fluoxetine over other SSRIs. In Study 2 we examined the eflecl of the 
psychotropic medication review process on the practice of antipsychotic polypharmacy. In Study 4 we 
hypothesized that atypical antipsychotic medications would cause weight gain atid tliai gender, race and 
placement would all affect weight gain. In the Discussion, we describe the implications of these 
findings, describe their impaci on policy and program development and discuss their impaci on 
prcscriber practice. 


METHODS 

Physicians tir advanced practice nurses wishinit in suui a Tostcr child on psychcMropic mciiications must submit consent requests to tX'HS. 
tnfiinnatUin submitted includes the child's name. IK'KS idenliricaiinn number, date of hirth. race, height. Height, diagru'se.s. target 
symptoms, relevant medical histoiy. current medicarions. plucemcm, name and douigeof the mpiested mcdicationts). clinician’s name, 
and specially- Ihc requests arc I'lVHBrdcd (a the CSP where the informatkin is reviewed by a pvyehialric nurse .nnd entered into a database. 
Consent requests are triaged to one of Ibiir board-'Cenifled child psychiatrist consultants who review every request. The consuluini 
revuinmeiids to DCFS that the request be approved: modified (approved at a dincrcni dosage, duration, or aditiinisiraiioit schedule!; or 
dcrticvt. The consultant may reviuesi additional inCtnitation in order to make the recontmendalion. The completed recommendation is (lien 
forwarded loOCTS who ronttally coitscnts (o or denies the medication trial. 

Qthcr data screes 

The esP has an inicmgency ogivement with the iltim»i.s Department of tleallhcore and Tuinily Services, administrukir of tlie stale Medicaid 
program, to obtain data on claims fbr all psychiatric services including psychiatric hospiialt/aiion-s and outpatient vtstu rendered to foster 
children and claims (tir all p^chiUropic mcdicniinns prescribed to Illinois fuslcr children. The Medicaid payment database includes 
recipient name and recipient ideniificaiion number; Ivrand and generic name and National Drug (lode; number of psychotropic medicalions 
dispensed; prescription date and quantity dispensed: name, ID number, and spceiulty of the prcscriber: diagnosis and ICD - u d'lngnostic 
code; and admission and discharge dates of psychiatric and medical hosprtali/ations. 

IKK appmval was cmtiinuously granted for this project from 2005 through 2014 under t’lC protocol 20<l5-ilWi. 

SlUtff / 

Three hundred-mine foster children bom between 01/01/2006 and 12/31/2011 uml less than six years of. ige on ll‘3l/20M were included in 
this study. To tye included in thK study wards had to have received consent for at (cast one psyclioiropic medication lnim Di'FS during the 
study period of ObOIOOOh and I2/3I/20I I. Flftv-foui were excluded front the study becaiuse they had been adopted or had relumed to 
their biological families so Uteir piavemcm histories were not avaiiabic. 

Ptacemem disruption, the primary outcome measure (dependent variable), was defined as > 3 placcmctii chaitges during the study period, 
based on a preliminary exarntnatiun of our data, we Identified children on iwo ur more psychotropic medications, children wtiu have been 
hospitalixed, children with history of physical abuse, children with history of sexual ubuse. children with psychotic symptoms like 
hallucinalicms. children with risky behaviors vuch as pliysical antkor verbal aggression, elopement, properly dc-stniction. children with 
mood dysrcgiilaiion symptoms such as mood instability, children with aiicmtion dcftcii and/or impiiUivity. children with depressUm and/or 
anxiety, children with drsntplivc behaviors and Iasi children who had problems with furrciionirig siKh as school suspension, sleep 
problems, bodwciting/cnurcsts as being oi high-risk for placement instability. 

Backward efiminatinn in multivariate logistic regression modeling wav employed to e.stimate the association between placement disruption 
uttd (he indcpvndcm variables. Bayes law was used to calculate the vensllivity' and spcciltcity of statisticallv significani irtdcfcndcni 
variables independently atul in combination. 


SV«f^-2 

FndocMmm of Jlimxeiinc 

Dosed on data from clinical tnais ond pusl-markeling, the FDA recommended in 2003 that physicians not use paroxetine for children and 
adolescents due to lock of evidence of cITicacy and ait increased risk of suicidal behavior.” In September 2003 the CSP cormthniion ic.vm 
began to issue the following slotemenf when a SSRI (except Ituoxcline) was requested for the treatment ol child depression. 

IF/fur ri /Ar rorifjrKj/e.AwcAwrruB _ _ _ /rver //trosrrwe'’ h ^UH*xrrhte. hui ihh _ /wt* Arw vAtwrt /« he wow 

liffMltfe than f^oevto in the trttHmvM qf pctlUanc dcptyeuhM. 2) y/w>Me///ic /a» Jawruhttr xqfc/t pre^h' wuh a /ou lHuflihutfit of Wwc/nff 
sHfdtM itfmtkm. M rwcofrf/rtg ro ihc POA Jluwxtinv htn o /m«* UMthtunt v/ irratmcM •■wergenr agUmitut nmf /io>////(k <ti 
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ibv FDA has approved fintixtlinv. hiO nut for tho tivalmient of depressktn in vkHdren and odoltacvnvt. and Sf fltnuntine 

is awilahie a* a Kirm/ric 

In March 2004 the TDA liuucd tt public health odviM^iY f^aminu pr«cribm of pmsihle incmawa rn Miicidal behavior ass4»cuiieU with the 
M>c of Miectivc wutonin rciipuhe inhibitora in youth 

Wc used (iau Oom the CSP's daenbase to identify all words whh a depressive or mood disorder. I'hcti we determined the monthly number 
of consent requests for each SSRI antidepressant and pouped them inin three caicyories; (luoxirtirre. paroxetine, and other SSRIs. 1‘hl> 
number was divided by the total number of requests for the month to indlctite rate of request for SSRIs. t<sing SPSS I5.0 we performed 
timc'segmenled regrcssHwi analysis to determine Ihe change in rales between August ItKtx and iune 200X. 

The modified regression lines were based on Utfee time points that afTecied Ihe prcseripiion rote of antidepressants: Ihe FDA paroxetine 
warning, the beginning of the CSP endotscmeiti of nuoxeiine. and the FDA black box womiog. Best fit regression tuodeU were deicnnined 
by backward elimination, reducing a model until all factors (Constant ' Intercept. Time • slope. Paroxetine Imcrvcnilon > intercept. Time 
(tfler Paroxetine Intervention - slope. C$P InterveiMKm - intercept. Time after CSP Inierventton - slope, Black Box Intervention 
intercepi, Time after Black Box Interventkm « slope, and a sca.<ional varlablel were significant at p<.0i. Wc also performed lime- 
wginenicd regression on the rate of requests for stimulants tn this population to deiermirK if the CSP inlervcmlon had a targeted cftcei on 
SSRU rather than a gUtbal effect 


Stud) 3 

In F Y 2{M}.< we undetuwk an en'on to decrease the use of antipsychotic polypharmacy tihe concurrent use of two or more aniipaychoiicst. 
A policy was implemented to nrquire at leatst two adequate monotherapy trials, as defined by adequate dosage of the medication and 
duration of the trial. atKl one typical neurulcptic trial before polypharmacy would be conside^. In addrtioii. the use of oniipsycbiWic 
mcdicatium to treat insomnia was disallowed. Low dose 100 mgi bedtime trials of quetiapine. a second generation antipsychotic 
medication, wus approved for only limited periods of time (3 id d^s), fhe rale of antipsychotic polyphornivy wav defintnl a» (he 
percentage of childfVfl on one ik more antipsychotic medications that were on two or more. Kales of amipsychmic mcdicaiiorw were 
compared for the 0 -b, 7* M.and 13 ~ I7 year old age groups and for all children 0 - 17 years briwren PY 20(15 and f-V 2012. 

Smdy^ 

Subiects’ medication payment histones were matched by recipient idenlincalkm number tRIN) to consent inionnaiion in the CSP database 
from July lOOK to June 2007. and subsequently dc-idcntiried. Records were excluded if the child was IS yeani of age or older at the date 
of the prescriptHm, if the Rl>i was missing, or if the RfM did not match a child the CSP database. 

A mcdicsikm vml was defined as starting on ihe date the pneseripiton was first filled arul ervding 30 days after the last prescription refill. In 
order to be included m the sample Ihe child must have, at some point, received a psychutropic medication. PaiienLv who had an 
antipsychotic vial within the QO days prior U) the first antipsychotic trial in the Mcdlcawl claims database were excluded lh>m the study. To 
be considered a valid trial with continuous use of the medicaliim, there could be no gaps greater than bO days between tcftlls of the saine 
medicatkin and there must have been at least three recorded weights during the trial. During the course of Ihe study, if a patient had 
mflttrpie trials of ontipsydioiic tremment. urtly the first valid trial was nsod in the analysis. 

In addition to absolute weigJrt change, wc studied age- and gender- eorreeied cltmecs in body weight (z-Kore). Weight mensurements 
were convened into z-vcores using the gender vpccifk Center fur Disease Control growth nurnvs.'* Weight valuu with /.-scores below -J 
and above *3, were evaluated in relatiorMhip to weight curves for the specific Mib^i. and all were excluded as errors. 

As most subjects Irvcludcd in the firtal analysis wea* cither Block or White, wc excluded subjects in mher race caiegctrics. 

Data was nnalyml using SPSS software Chi-vqiMre tests were perlbrmeil to took for slgnificanl difTcrences between plocemml. age. 
gerkler. and race In subjects taking dilTerenl SCiAs. Ptacemcm. cither foster care or In residential treatmem. was assigned based on the 
placement for which Ihe tubjecl had the most daU points in the CSP database. Ftv the purpose of this analysis, hospitall/ation was not 
considered a placement. 

Baseline weight was defined os the weight ohismod InimcdiMcly preceding, leas than 00 days prku' to, the medication trial. The maximum 
wciglii recorded during the drug trial represented the peak weight gam. 

W’c unaly/cd age In 3 categories: prc.schoi>l tfi4> yean), prepubertal (7-12 yean), and pubertal <I3>I7 ycarxy Race mis split into 0 
ciitegories; Black, White. Hispanic. Native American, Asian or Pacific Islander, and unknown .Antipsychofics studied irKluded 
/ipra&idone. quetiapine, olanzapine, risperidone, and aripiprazole. Clozapine had InsufilTcient data for analysis. 

In order to evaluate weight gain by drug, we used a paired i-iesl to compare baseline weigltl with peak wetgItL 7 o rank the mcdicoiHirts, we 
did pair-wise comparison of SGAs adjusted by demographic variables of age, gender, race, ami placemcni. Wc determined nsk factora Ibr 
weight gain by perfiuming an ANCOVA analysis with age. race, gender, piacimienl, and SGA as faetorvand baseline weight as a covahale 
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RESULTS 
Sitidy ! 

The llnal study sample consisted of 255 children; 72% were male, 47% were while, 46% were African 
American and 7% were other (Hispanic, biracial, unknown). Fifty-one percent (n - 37) of females 
experienced placement disruption as compared lo 46% (n = 85) of males. Approximately 50% of 
African Americans experienced placemeni disruption a.s compared lo 48% (n » 56) of Caucasian 
children and 33% (n * 6) of Other. 


Siaiisiically significant risk factors of placement disruption were: polypharmacy, psychiatric 
liospiialiTaiion, physical and sexual abuse. Table 1 dcpicLs the respective p estimates, odds ratios and 
their p-values of the four risk factors that were identified in this avscarch study. 


Risk factor 

(3 estimate 

(Ddds ratio estimate 

OR (95% confidence 
interval) 

/j-value 

InUTcepi (Pn) 

-1.35 


<0.0001 

Polypharmacy 

0.66 

1.93(1.1 -3.5) 

0.027 

Psychiatric Hospitalisation 

0.92 

2.5 (1.2 -5.3) 

0.016 

Physical Abuse 

0.99 

2.7 (1.3 -5.3) 

0.004 

Sexual Abuse 

0.63 

1.87(1 -3.5) 

0.05 


Table I : Risk factors for placement disruption 

The best combination of risk factors identified in this study for the purpose of a brief screening measure 
to identify children at risk for placemeni disruption measure was polypharmacy combined with 
psychiatric hospitalization. Tljc sensitivity and specificity of this combination was 50.7% and 70.2% 
respectively. 


Stiufy 2 

We found that fluoxetine consent requests significantly decreased before the CSP statement but 
increased significantly afterward. The lluoxetine request rate continued to rise after the PDA black box 
warning. In contrast, other SSRI rates rose significantly before the intervenlion and fell steadily 
aftenvard Requests for paroxetine declined from the start of the study period and then dropped 
dramatically after the paroxetine warning. 

After the CSP intervenlion the decline accelerated until the proportion of requests neared zero. Adjusted 
R* for fluoxcimc. paroxetine, and other SSRIs were 0.79. 0.92. and 0.79, demonstrating that the 
a‘grcs.sion line.s arc a very good fit to the data (see Figure I ). 
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Figua* I: Th<r reduced regression model of rale of change m Ihe request of fluoxeltne» paroxetine, and 
other SSRIs. 


Study 3 

As a result in the change in policy, there was a 48% decrease in the mtc of antipsychotic polypharmacy 
in ail ages from FY 2005 to FY 2012. Porlicularly large decreases were seen in the 0 - II year age 
grt>ups [45 (4.7%| to 0(1.1%)), a 77% decline (see Table 2). 



FY 2005 

FY2012 

Age 

Any antipsychotic 

> 2 aniipsychoiics 

Any antipsychotic 

> 2 aniipsychoiics 

0-6 

94 

2(2.1) 

49 

0(0) 

7-11 

866 

43 (5.0) 

735 

9(1.2) 

13- 17 

1476 

164(11.1) 

1239 

83 (6.7) 

Total 

2.436 

209 (8.6) 

2.023 

92(4.5) 


Table 2: Rale of antipsychotic polypharmacy in FY 2005 and FY 2012 

Stud^> 4 

Using u paired l-icsi, wc compared the baseline weight and peak weight by drug, Wc found that all 5 
aiuipsychoiics caused significant weight gain in both weight and /-.score (all p < 0.0002). Weight gain in 
both raw weight and z-scorc has the same pattern, with olan/apinc causing the most weight gain, 
followed by risperidone, quetiapine, aripiprazole, and /iprasidone. Using a pair-wise comparison of 
change in z-score, olanzapine caused the most weight gain (all p < 0.05) followed by risperidone (all 
p<.05). There was no significant dilTerence in weight gain between quetiapine. aripipra/olc and 
/iprasidone. 











34 


In order lo determine risk factors for weight gain we performed an ANCOVA analysis nv ilh change in z- 
score as the outcome variable. Due to baseline significant differences in weight, baseline z-score was 
used as a covariatc. and age. gender, race, and placement were used as factors. When baseline weight, 
demographics, and prescribed antipsychotic were controlled for. gender and placement remained as 
significanl factors, females gained more weight than mates (p « U.003), while youth in residential 
settings gained mon; than youth in foster care settings (p < (1.0001 f 

Medication liU Weight IbiS.D.t D weighnS,£.J Z-scurc tSJlJ D Zrscore LS.EJ 

Risperidone (654) 

Baseline 
Peak 

Olanzapine (168) 

Baseline 
Peak 

Oueliapinc (282) 

Baseline 
Peak 

Aripipra/ole ( IS8) 

Baseline 
Peak 

Ztprasidone(l25) 

Baseline 

Peak 

'-p< 0.0001 

- - p = 0.(HK)2 

Table 3: Peak weighl gain as compareil lo baseline weight gain 

DISCUSSION 

We have shown that a prospective psychoiropie medication consent and oversight process can result in 
higher quality and potentially more cost effective care. Based on the findings described above, DCFS 
has: 

• designed and implemented a program that provides specially evaluations of and evidence-based 
psychosocial treatments for preschovvi-aged children in an elTort lo decrease placement disruption 
and decrease reliance on psychotropic medications in this age-group. 

• Increased adherence lo evidence-based prescribing lor the iteatmeni of pediatric depression. 
While vve do not have outcome data lo assess the effectiveness of this strategy, this has resulted 
in increased use of off-paieni medications and decreased the use of non-FD.^ approved brand 
name medications. Presumably this has resulted in a cost savings. Using data now av ailable, we 
will be able lo examine this going forward. 


V2.5 (43.0) 
117.0152.4) 


25.1 11.02)’ 


0.32(1.00) 
0 96(1.07) 


0.64 (0.03)' 


95.9(40.4) 
125.7 149.4) 


29.8 (Z))' 


0J7II.03) 

1.1510.85) 


11.88 (0.07)' 
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11.46(0.04)' 


123.3148.2) 

142.8(54.0) 


19.5(1.77)' 


0.83(1.21) 

1.25(1.02) 


0.42 (0.06)' 


1.36.6151.8) 
153.4 153.7) 
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1.33 1 1.051 
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• ^ubslamially decreased ihe concurrcnl prescription of two or more antipsychotic medications. 
While we have not analysed the health impact of the use of antipsychotic polyphannacy, we 
anticipate that the rate of obesity and of the metabolic .syndrome and Type II diabetes will 
decrease. Additionally, it is likely that the decreased use ot'antip.sychotic medications has 
resulted in a substantial cost savings. Again, using data now available, wc will be able to 
examine these going forward. 

• improved Ihe monitoring of adverse elTecLs of psychotropic medications, for example, 
documenting the e.xtent of weight gain that accompanies the use of second generation 
antipsycholics. DCFS ha.s written and iniplenienled a policy Unking consent for second 
generation antipsycholics to etTeclivc medication monitoring strategies. 


Though wc do not have data supporting these contentions, anecdotal evidence su^e.sLs that die 
prospective psychotropic medication consent and oversight has: 

• improved continuity of care for these high risk youth, preventing die use of medications that 
have proved ineffective in previous trials or that have resulted in signitlcani adverse ctTecis. 

• improved safety of pharmacotherapy through the prevention of potentially serious, even fata), 
drug interactions. 

In 2008. Congress passed and the president signed into law Public Law 110-351. “Fostering 
Connections to Success and Increasing Adoptions Act of 2008“.'^ The law requires diat stale Medicaid 
agencies and state child welfare agencies provide ongoing coordination of medical and psychiatric 
services and monitor utilization of medications, including psychotropic medications. This law was 
amended in 201 1 by PX. 1 12-34, Ihe “Child and Family Services Impawemeni and Innovation Ad’* to 
require slates to outline protocols for the appropriate use and monitoring of psychotropic medications.'^ 
The Illinois model of providing consent for psychotropic medications for foster children and monitoring 
Ihe use of these medications is widely regarded as a pioneer and leader in this arena and has received 
considerable attention. The lessons learned in the development and implementation of the Illinois model 
for providing consent for psychotropic medications and overseeing the utili/alion of these medications 
in foster children can provide valuable guidance to other slates as they move to develop similar 
program.*;. 

As demonstrated by the Illinois experience, a well-designed and implemented medication consent and 
oversight program that provides efTective longitudinal overnight of u youtlTs care and monitoring of 
prescribing patterns can improve the continuity and quality and increase the cost-en'cclivencss of care 
provided to foster children. Anticipated benefits of (he consultation and educational serv ices for foster 
parents, childcare workers, and caseworkers include increased placement stability and reduced need for 
psychiatric hospitalization. 
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Chairman REICHERT. Mr. Lord, you are recognized for 5 min- 
utes. 

STATEMENT OF STEPHEN LORD, DIRECTOR, FORENSIC AU- 
DITS AND INVESTIGATIVE SERVICES, U.S. GOVERNMENT AC- 
COUNTABILITY OFFICE 

Mr. LORD. Thank you, Chairman Reichert, Ranking Member 
Doggett, and other distinguished Members of the Committee. I am 
really honored to be here on this distinguished panel to discuss 
GAO’s work examining the use of psychotropic medications in the 
foster children community. As we have already heard today, foster 
children are an especially vulnerable population, and in 2012, there 
were over 400,000 children in the foster care system, some of whom 
had experienced neglect and physical abuse. 

Today I would like to focus on two key issues. The first is the 
extent to which children in foster care are prescribed psychotropic 
medications, and secondly. Federal and State oversight of these 
practices. The first key point I would like to make is that children 
in foster care take psychotropic medications at higher rates than 
other children. As we heard from the administration witness, 18 
percent of foster children were taking a psychotropic medication at 
the time they were surveyed, and this compares to about 6 percent 
for noninstitutionalized children in Medicaid nationwide and about 
5 percent for children in private insurance plans. 

It is also important to note that within certain populations of fos- 
ter children, for example, those who lived in group homes or resi- 
dential treatment centers, the rates are much higher. The data 
shows that 48 percent of those living in residential homes and 
treatment centers were taking psychotropic medications. 

But another important caveat is these rates do not necessarily 
imply inappropriate prescribing practices based on the medical ex- 
perts we consulted. In some cases, these rates could be due to fos- 
ter children’s greater mental health needs and perhaps greater ex- 
posure to trauma. 

The second key point I would like to make is the Federal and 
State oversight of psychotropic use among foster children has im- 
proved over the last few years, although we wholeheartedly agree 
additional guidance and attention is needed. In 2011, we reported 
that States monitoring psychotropic use among foster children fell 
short of the best practice guidelines espoused by the American 
Academy of Child and Adolescent Psychiatry. Thus we rec- 
ommended that HHS endorse additional best practice guidance to 
help ensure States were properly overseeing the use of these drugs. 
And the good news is that HHS agreed with our recommendation, 
and ACE has issued directives to States to establish better proto- 
cols for monitoring their youth, and this includes a key April 2012 
program of instruction designed to achieve this goal. 

However, as we highlighted in our new report we issued just last 
week, additional guidance is needed, as some States transition 
away from the so-called fee-for-service arrangement to managed 
care organizations to deliver these prescription drug benefits. The 
need for additional guidance is underscored also by our detailed 
case study reviews, the 24 case studies we did as part of our cur- 
rent work. In some instances, the experts we consulted, including 
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Dr. Naylor, I should point out, found good supporting documenta- 
tion in the case files for the youth. However, in other areas, there 
was a question. You know, we found some supporting documenta- 
tion, hut it raised questions about whether some children were re- 
ceiving the proper therapies and treatments, such as evidence- 
based therapies that might have been useful. 

In closing. Federal and State governments have actively taken a 
number of important steps to better oversee the prescribing of 
these drugs. That is the key message of the body of work GAO has 
issued in this area, but as we recently highlighted, additional steps 
are needed to help ensure there is good oversight and monitoring 
of this drug use. 

Mr. Chairman, that concludes my statement. I look forward to 
answering any questions you may have. Thanks. 

Chairman REICHERT. Thank you, Mr. Lord. 

[The prepared statement of Mr. Lord follows:] 
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H^3Nig*il*alGAO-i4-e61T, »(s9limony 
Moi* Suboomnwlta* on Humin 
RMourtes ConvnMtee on Way* «nd Means, 
Mouse ot Repreeefrtatwes 


Why GAO Did This Study 

Foilef chHdren nave oRbo been 
removod from abiisive or neglectful 
homes eno lend to have more menial* 
healiH oondtiions than other chltdran 
Treatment of these conditions may 
tnclude psycholroptc drugs, but the 
r^8 these drugs pose soeolfvcally to 
childrerr are rK)t well understood This 
testimony discusses GAO’s recent 
worft on (1) (he extent to which children 
in foster care are prescnoed 
psychotropic medications, (2) federal 
and stale acbons to oversee 
psychotropic preschbing to children m 
foster care, and (3i (l« extent (o which 
the use of psychotropie medicaftone 
was eupporfed by foster end medical 
records tor sotactod caee studies of 
children In foster care who were 
prescnbed these medications Ths 
tesnmony is based on previous GAO 
reports issued from 201 1 through 2014 
(hat used various methodologies, 
including revlewirtg federal studies, 
arralyzing Mediceid prescription claims 
data from five stales and contracting 
with iwo experts lo review 24 case filM 
(selected, in pad based on potential 
headh risk indtcatois). The findir>gs 
related to (he expert reviews ol 24 
case files are not generallzable. 

What GAO Recommends 

GAO has made recommendations m 
prior work, including that (he Secretary 
of Health and Human Services Issue 
guidance to stale Medicaid, child- 
welfare. and menlal'health officials 
regarding prescnphon'drug momtonng 
and oversighi for children in foster care 
receding psychotropic medications 
through ^Os The OepartmenI of 
Health and Human Sendees (HHS) 
concurred with the recommeridation 
and deecnbed planned aettons. 

VM>wGAO-i445ir For mom •^ormatton, 
conUet SMphMi Lord el <7K) 5124722 or 
•orMQl^ gov or Kaltwnno Inloni •( (202) 
^2-7114 or tnlwvk^^w 


FOSTER CHILDREN 

HHS Could Provide Additional Guidance to States 
Regarding Psychotropic Medications 


What QAO Found 

In December 2012, GAO reported on the results of the Adminisiralion for 
Children and Families (ACF) surveys of children in conleci with the chiid-welfare 
system conducted during 2(X>6-201 1 18 percent of foster-care chitoren were 
taking a psychotropic medication at the time they were surveyed Foster children 
who Itved in group homes or residential treatment centers had much higher rates 
of psychotropic medtcalion use than those living in nonrelalrve foster homes or 
format kin care — 48 percent versus 14 percent and 12 percent, respectively, 
according to the surveys The higher utilizabon rate among children living in 
group homes or residential treatment centers may be related to these children 
having higher rales of potential mental*health need. Among foster children who 
took psychotropic medicailon. about 13 percent took three or more psychotropic 
medications concurrently About 6 4 percent of foster children took an 
antipsychotic medication— psychotropic medications witti potentially serious side 
effects that are intended to treat senous mentahhoalth conditions such as 
schlfophrenia — and the majority were ages 6-11 In examining prescribing at the 
state level, GAO found similar results in its December 201 1 review. Specifically, 
children in foster care in Florida. Massachusetts, Michigan. Oregon, and Texas 
were preserved psychotropic medications at higher rales than nonfoster children 
tn Medicaid during 2006, although prescribing rates varied by slate 

In Apnt 2014. GAO found the federal government and states have taken a 
multitude of steps to belter oversee psychotropic drug prescribing for children in 
foster care, although more can be (tone as stales increasingly deliver their 
medication benefits through Medicaid managed care, tn addition. GAO found 
that, to varying degrees, each of the five selected stales n reviewed had policies 
and procedures designed to address the mon'rtohng and oversight of 
psyt^ropic medications presenbed to children m foster care. For example, all 
five selected states' foster-care programs use a screening tool (hat may prompt a 
referral of the foster child for a psychiatric evaluation. GAO also found that ACF 
had provided webinars and technical guidance to slates However, many slates 
have, or are transitioning lo. managed care organizations (MCO) to deliver 
Medicaid prescnption-drug benefits, and GAO found variation in the extent mat 
the five selected states were taking steps to plan for (he oversighi of drug 
presenbing for foster children receiving these benefits through MCOs. 

For an April 2014 report. GAO contracted with two child psychiatrists to review 
foster and medical records for 24 cases In five selected stales and found varying 
quality to the dorxjmentation supporting the use of psychotropic medications f(K 
children to foster care. These experts found that for many of the cases the 
prascnptions were mostly supported by (tocumentatlon. However, to some areas, 
such as evidence-based therapies — interventions shown to produce 
meesureable improvements — the experts found ckxmmentation was lacking. For 
example, the experts found that 3 of 15 children who may have benefited from 
such therapies were mostly provided such services, while m 11 of the 15 cases, 
the experts found that evidence-based therapies were partially provided but also 
found that other evidence-based therapies that may have been more apphcahle 
or beneficial were not provided, based on (he documents reviewed In 1 of the 15 
cases there was no dooumentation that evidence-based therapies were provided 

Untted Slate* (Sovemment AcceuntsbiUty Offle* 
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Chairman ReicKerl, Ranking Member Doggett. and Members of Ihe 
Subcommittee; 

I am pleased to be here today to discuss our work examining the use of 
psychotropic drugs among children in foster care Child mental^health 
advocates, providers, ar>d researchers have expressed concerns about 
the increase in the presenting of psychotropic medications (medications 
that affect mood, thought or behavior) for children, in part because there 
is limited evidence available regarding short* and long term safely and 
efOcacy for some types of medications, particularly for combinations of 
these medications. Mental-health experts are especially concerned about 
the recent Increase in the prescribing of antipsychotic medications— 
psychotropic medications that are intended to treat serious mental-health 
conditions such as schizophrenia and bipolar disorder— in part because 
these medications can cause serious side effects, such as rapid weight 
gain and the development of diabetes Concerns about the increased 
prescribing of psychotropic medications may be compounded for children 
in foster care, who may be at higher nsk of mental-health conditions than 
other children. Children in foster care are an especially vulnerable 
population because often they have been subjected to traumatic 
experiences involving abuse or neglect and they may suffer from multiple, 
serious mental-health conditions.' 

Early detection and treatment of mental health conditions can improve a 
child's symptoms and reduce potentially detrimental effects, such as 
difficullies with relationships, dropping out of school. arKf involvement with 
the juvenile justice system. Children with mental-health conditions, such 
as attention deficit hyperactivity disorder (AOHO) or depression, can be 
treated with psychosocial therapies (sessions with a provider designed to 
reduce symptoms and improve functioning); psychotropic medication; or a 
combination of both. 

Several agencies in the Department of Health and Human Services 
(HHS) have responsibilities related to children's mental-health. The 


'According to ihe Administration for CiMidron and Famines (ACF) Sfi percent of ciwidren 
investigated by child welfare services came to the state's attenbon because of a report of 
neglect . and 27 percent had expenenced physical abuse as Ihe most senous form of 
maivaaiment See U.S. Department of HeaHh and Human Serves. Admtnisirabon for 
ChiUten end Families. Nabonet Survey of Child and Adolescent Well-Being fNSCAW). 
No r. Spoctal Health Care Neeos Anwng Chikifen m Child \MilferB iWashingion. D.C. 
ian t5.2007j 
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Administration for Chitdren and Families (ACF) provides funding for and 
oversees states’ child-welfare programs, which are responsible for 
monitoring and coordinating mental-health servioes for children in foster 
care, among other things. The Centers for Medicare & Medicaid Services 
(CMS) oversees, and jointly finances with the states, the Medicaid 
program, which provides health coverage to most children in foster care.^ 
Slate Medicaid programs are required by federal law to provide coverage 
for certain health services, which may include mental-health services, for 
children through the Early and Periodic Screening. Diagnostic, and 
Treatment (EPSOT) benefit. The Substance Abuse and Menial Health 
Services Administration (SAMHSA) works to increase the quality and 
availability of menial-health services, such as by awarding grants that 
support the development of community-based services for children with 
mental-health conditions, including children in foster care. 

My testimony today relates to the use of psychotropic drugs among 
children in foster care Specifically, my remarks will focus on three areas 

• the extent to which children in foster care are prescribed psychotropic 
medications; 

• federal and state actions to oversee psychotropic medication 
prescribing to children in foster care; and 

t results from reviews of selected case studies of children in foster care 
who were prescribed these medications 

My statement is based on our previously issued reports, issued from 
December 2011 to April 2014, related to psychotropic medication 
prescribing among foster care children.’ For this pnor work, among other 
things, we described the results of ACF's National Survey of Child and 
Adolescent Well-being II (NSCAW II), a nationally representative 


^Medicaid ts a joint federal-state program tlial finances neallh-care coverage lor cenain 
low-income individuals 

^Sae QAO. Foster OulOron HHS Gutdance CoiAJ Help Sie/os //npn>v>e of 

Psychotmpir: Ptitacriptions GAO-12-201 (Washington, D C Dec. 14. 2011): Cntkfren't 
Menial Health- Concerns Rematn sOouf Af>pfDphat6 Setvicaa for ChiKiren in MedKakl and 
Foster Cate, 6AO-13-1S (Washington D C . Dec 10, 2012); and Foster Children. 
Ad<Mionoi Federal CuidoiKe Could Help States Better Plan for Overs^ of Psychotropic 
Medications Admmistered by Woooged-Cere Organizations. GAO-14. H62 (Woshiogion, 

O C : Apr. 26. 2014) Each of these pioducts co n t a ins detailed inlorTnaton on the vsnous 
methodologies used m our work. 
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longitudinal survey of children ages 0 through 19 who were in contact with 
the child welfare system.^ In addition, we analyzed 2006 Medicaid 
prescripiion drug claims and foster care data for five stales (Florida. 
Massachusetts. Michigan. Oregon, and Texas), and contracted with two 
child psychiatrists to provide clinical evaluations of 24 cases.^ The case 
selections were based, in part, on potential health risk indicators identified 
by experts. The cases cannot be generalized to the foster-care 
population The reports cited in this statement each piovide detailed 
information on our scope and methodology 

The work on which this statement is based was conducted In accordanoe 
wrth generally accepted government auditing standards. Those standards 
require that we plan and perform the audit to obtain sufficient, appropriate 
evidence to provide a reasonable basis for our audit findings and 
conclusions based on our audit objectives. We believe that the evidence 
obtained provides a reasonable basis for our findings and conclusions 
based on our audit objectives. 


Background 


Children enter state foster care when they have been removed from their 
parents or guardians and placed under the responsibility of a state child- 
welfare agency At the end of fiscal year 2012. approximately 400.000 
children were living in foster care, mostly as a result of having 
experienced neglect or abuse by their parents.* When children are taken 
into foster care, the state’s child-welfare agency becomes responsible for 
determining where the child should live and providing the child wrth 
needed support. The agency may place the foster child in the home of a 
relative, with unrelated foster parents, or in a group home or reskterUiai 


the NSCAW II suiveys ocourreO m mulitple phases during 2006 through 
201 1 See Office of Planning Research and Evaluation Administration for Children and 
Families U.S. Oepartrrvent of Health and Human Services. NSCAW II Basehm Report 
CtiMw's Services. OPRE Report #201 1 -271 <Washtngton, O.C.: 2011) and Office of 
Pianrtirtg. Research, and Evaluation, Admtnrsiraiioh forChrldren arvj Famlltes. U S 
Oepanment of Health ar>cl Humar* Servrces, Psychotropic Me^^lcatlon Use by Chrftfren in 
ChiM Wet/are. OPRE Report «20l2-33 (Washir^gton. O.C 2012). 

*GAO-l2^i. 6AO-14-362 

*Tnese are the most recent data avaiiabie See U S Depatlment of Health and Human 
Servioes. The AFCARS Report. Pretirmnery FY 3012 Bslmetes as of July 2013. No 20. 
rWashington. O.C. November 2013) 
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treatment center, deperuling on the child's r>eeds/ The agency 1$ also 
responsible for arranging needed services, including mental-health 
services. Coordinating mental-heaKh care for children in foster care may 
be difficult for both the medical provider and the caseworker depending 
on tire complexity of the child's needs, and because multiple people are 
making decisions on a child's behalf. In addition, caseworkers in child- 
welfare agencies may have large caseloads, making it difficult for them to 
ensure each child under their authonty receives adequate mental-health 
services. 

In 201 1 , the Child and Family Services improvement and Innovation Act 
amended the Social Security Act to require states to identify protocols for 
monitonng foster children's use of psychotropic medications and to 
address how emotional trauma associated with children s maltreatment 
and removal from their liomes will be monitored and treated * ACF 
requires states to address these issues in their required Annual Progress 
and Services Reports tAPSR) and has provided guidance detailing how 
states are to address protocols for monitoring foster children's use of 
psychotropic medications as part of the state's APSR.* Among other 
things, state monitoring protocols are to address 

• screening, assessment, and treatment planning to identify children's 
mental-health and trauma-treatment ne^s, including a psychiatric 
evaluation, as necessary, to identify needs for psychotropic 
medications; 

• effective medication monitonng at both the client and agency level; 
and 

• informed and shared decision making and methods for ongoing 
communication between the prescnber, the child, caregivers, other 
health-care providers, the child-welfare worker, and other key 
stakeholders. 


^Grouo homM vxS rMidenUsi treatment canters provide 24-hour care ii> a group setting lo 
ctnldrer with physical or behavioral needs Residential treatment centers are mpallent 
facdities other than a hospital that provide Bpecia]i 2 ed semees lo children such as 
psychiatnc services 

fohUd arid Family Services Improvemeni and InnovalKVi Act. Pub L fio 1t2*S4.§ 
1Q1(bK1jand(2>. 125 Stal 369 (amending 42 USC §622ib)tiSitA» 

*See U.S Oepertment of Health and Human Services. Admrnlstration for Children and 
Famkies. Program Instruction ACVF-CB4>l-t 2-05 (VVashir>gton DC Apr 11. 2012). 
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According to ACF. child-welfare systems that choose to pursue 
comprehensive and integrated approaches to screening, assessing, and 
addressing children's behavioral and mental-health needs — including the 
effects of childhood traumatic experiences— are more likely to Inaease 
children's sense of safety and provide them with effective care. 

Children in foster care who are enrolled in Medicaid may receive services 
generally through one of two distinct service-delivery and Tinanong 
systems— managed care or fee*for*$ervice. Under a managed-care 
model, stales may contract with a managed-care organi 2 ation <MCO) and 
prospectively pay the MCO a fixed monthly fee per patient to provide or 
arrange for most health services, which may include prescnption-drug 
benefits. The MCOs, in turn, pay providers. In the traditional fee-for- 
service delivery system, the Medicaid program reimburses providers 
directly and on a retrospective basis for each service delivered. 


Children in Foster 
Care Receive 
Psychotropic 
Medications at Higher 
Rates than Other 
Children in Medicaid 


In December 2012, we reported information on national levels of 
psychotropic drug use among foster care children based on the results of 
the NSCAW II.’® According to the results from NSCAW II, 18 percent of 
foster-care children were taking a psychotropic medication at the lime 
they were surveyed.” Additionally, foster children who lived in group 
homes or residential treatment centers had much higher rates of 
psychotropic medication use than foster children living in nonrelalive 
foster homes or formal kin care — 48 percent versus 14 percent and 12 
percent respectively. ’’ The higher utilization rate among children living in 
group homes or residential treatment centers may be related to these 
children having higher rates of potential mental-health need — about 69 


'®GAO-13-tS. 

"in Uie survey caregivers »ere asked wtieiner me chad was currently taking a 
psyclio(rop*c medication Estimates for foster cTnWren refer to those who Irvad in 
nonrelalive foster nomes formal krn care group homes, or residential treatment centers 

'*Bdsed on dale that ACF reported, about 50 percent of foster children lived in nonrelalive 
foster homes, 4i percent lived in Formal km care arrangements, and 9 percent lived in 
group homes or residential ireatment centers. U S Oepsrtntenl of Hestih and Human 
Services. Asychof/opie /Uedrcafion Use by CMOrett tn Ctuid Wetfaw 2 Fomrtal kin care is 
a living arrangement where the child is placed undeif legal custody of the state, but in 
physical custody of a r^aiive Oifferences >n rnedicaiton utilization by hving arrangemenl 
are statishcaliy significant and are based on NSCAW II phase 1 data (coHeded dun'ng 
March 2006 through September 2009) U.8. Departrnent of Health and Human Services 
NSCAW tl Bsaohnc Report ChrMiren^ Services, 4S-46 
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percent had a potential mental-health need compared to about 44 percent 
of children living in nonrelative foster homes Another study found that 
chUd welfare workers were more likely to place children with behavior 
problems in a group-living arrangement than with a foster family. 

NSCAW II data showed that 30 percent of foster children with a potential 
mental-health need had not received any mental-health services, such as 
treatment at an outpatient mental-health center or with a mental-health 
professional or family doctor, within the previous 12 months or since the 
start of the child's living arrangement, if less than 12 months.'^ 

In December 2012 we also found that in addition to reporting on overall 
use of psychotropic medicalions. the NSCAW II included information on 
cor>current use of psychotropic medications and on the use of 
antlpsychotics by foster chkciren Among foster children who took 
psychotropic medication, 13 percent took three or more psychotropic 
medications concurrently.'* The American Academy of Child & 

Adolescent Psychiatry (AACAP) has noted that there Is a lack of research 
on the efficacy of taking multiple psychotropic medications concurrently. 
NSCAW II survey findings also showed that 6.4 percent of foster children 
took an antipsychotic medication and that the maprity were ages 6 
through 11.'^ Mental-health researchers arx) others have slated that there 


'^ACF s reports tdentiSed children <Mm • pownbal mernsl'heatlh need Dv selecting 
children whose scores were above a certain level on orte el five standardised 
psychometnc scales mat were used m NSCAW It and were 'lesigned lo measure 
emoftoTMl or behavtoraJ problems Aoaotdmg to aCF. these scales ere reiobie 
assessments of children's behavioral and emotional probtemi 

'*M E Courtney, 'Conelales of Soctai Worker Decmora to Seek TreatrnerH-Onented 
Out-of-Home Care.* Chiktnin ond Youth Serviose ffeviiew. voi 20, r>o 4, (199B) 

'^stimales of chtidren with potential mental-health need who had not received menial- 
heellh services are based on NSCAW It phase 2 data (collecled durir>g October 2009 
through January 20t 1 ) U S Oepanrrwrh of Heeilh and Human Services. f*sychotro(Hc 
khdicatton Use by CtHkimn M Child Wstfare. 6 

'*Esbmales of concurrent use are based on NSCAW II phase 2 data (coOectad during 
October 2009 through January 201 1 ) Thrs estimale does not muude children in format tpr* 
care U.S Oepartmeni of Health and Human Servicas. Psychotropte khdh^atton Uao by 
Clfikimn in Child Wfilfom 4 

"Esbmates of antipsychotic use are based on NSCAW II phase 2 data (coneded dunng 
October 2009 through Januaiy 201 1 ) This estimate does not Inctude children m formal kin 
care U S Department of Heairh and Human Services, Psychotropic Modiaaton Use by 
Cbfftfren m Child Weffeie 4 


PsgaS 


OAO-14-6S1T 





47 


IS a need for further research on the safety and effectiveness of 
antipsychotics for children, particularly the long-term effects. 

in December 2011, we reported findings from our analysis of frve states' 
Medicaid prescription drug data that found children in foster care in 
Florida. Massachusetts. Michigan. Oregon, and Texas were prescribed 
psychotropic medications at higher rales than nortfoster children in 
Medicaid during 2008 ^ Specifically, we found that among these states 
foster children were prescribed psychotropic drugs at rates 2.7 to 4.5 
times higher than were nonfoster children in Medicaid in 2008 The rates 
were higher among foster children for each of the age ranges — 0 to 5 
years old. 6 to 12 years old, and 13 to 17 years old— that we reviewed 
According to research, experts we consulted, and certain federal and 
stale officials we interviewed as part of our December 201 1 report, this 
could be due In part to foster children's greater exposure to traumatic 
expenences, frequent changes in foster placements, and varying state 
oversight policies 

In our December 201 1 report, we also found that prescriptions for foster 
children in these five states were more likely to have indicators of 
potential health risks. According to experts consulted, no evidence 
supports the concurrent use of five or more psychotropic drugs In adults 
or children, yet an analysis of Medicaid claims data suggested that 
hundreds of both foster and nonfoster children in these five states had 
such a drug regimen. Increasing the number of drugs used concurrently 
increases the likelihood of adverse reactions and long-term side effects, 
such as high cholesterol or diabetes, and limits the ability to assess which 
of multiple drugs are related to a particular treatment goal Similarly, in 
December 201 1 we found that thousands of foster and nonfoster children 
in Medicaid were prescribed doses higher than the maximum levels cited 
in guidelines developed by Texas based on FDA-approved product labels 


’*fiAO-12 20» 

**See Jole M Sio et a . iWeoiCwftoo Palform *mv)g /ovffr m rosrer Cew 

Pedfatncs vol 121. no. i (2008). 157-163 
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or medtcal literature maximum dosages for children and adolescents.™ 
Our experts said that this increases the hsk of adverse side effects arvd 
does not typically increase (he efficacy of the drugs to any significant 
extent.^' Further, foster and nonfoster children under 1 year old were 
prescribed psychotropic drugs, which experts consulted said have no 
established use for mental-health conditions in infants and providing them 
these drugs could result In serious adverse effects. These experts also 
said that the prescriptions could have been prescribed for non-mental- 
health reasons, such as for seizures, and to treat allergies, itching, or 
other skin conditions.^ 


^Analysis inctixietf in our Docamcer 20i t report used dosape guideftnes developed by 
ihe state of Texas based on FDA-approved or medical literature maximum dosages for 
children and adoiesoents ACF lists these guidelines as an example tor other stales. For 
additional information. se«GAO-t2-Z01 and Texas Department of Family and Protective 
Services, end the University of Texas at Ausbr^ College of Pharmecy. PsycMn^ 
AtbrAcefron IMaattun Parameters tbr Foster ChiHinn (Austin, Tex.: December 2010) 

^'The Food end Drug Admmistraticm (FDA) Mithm HHS. approves drugs for use for 
specified mdications. and these indications are set forth on the drugs' FDA-approved drug 
labels 

^Ei^ierts also noted thol some of these prescnptiono may have been written with the 
intention of treating an uninsured parent or sibl^- 1 | was not possibte to determine from 
Ihe deta whether this was the case 
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HHS and States Have 
Made Progress in 
Improving Oversight 
of Psychotropic 
Prescriptions, but 
Additional Guidance 
Could Help Officials 
Manage Psychotropic 
Medications 


In December 2011 . we four>d that six selected states’ mortitormg 
programs for psychotropic drugs provided to foster children fell short of 
best principles guidelines published by the AACAP.^ The guidelines, 
which stales were not required to follow at the time of this report, covered 
four categories.^ The following describes the extent to which the selected 
states' monitoring programs in our review covered these areas. 

• Consent; Each state had some practices consistent with AACAP 
consent guidelines such as identifying caregivers empowered to give 
consent. 

• Oversight: Each state had procedures consistent with some but not all 
oversight guidelines, which include monitoring rales of prescriptions. 

• Consultation: Five states had implemented some but not all 
guidelines, which include providing consultations by child psychiatrists 
by request. 


• Information: Four states had created web-sites about psychotropic 
drugs for ctinla'ans. foster parents, and other caregivers. 


We found that this variation was expected because states set their own 
guidelines, and. at the time of our 201 1 report, HHS had not yet endorsed 
specific measures for state oversight of psychotropic prescriptions for 
children in foster care. We recommended that HHS consider endorsing 
guidance for states on best practices for overseeing psychotropic 
prescriptions for children in foster care HHS concurred with the 
recommendation and, in April 2012, issued guidance regarding the 
oversight of psychotropic medications among children in foster care. HHS 
has also undertaken collaborative efforts to provide guidance and 
promote information sharing among states. 


In April 2014. we issued a follow-up report to. among other things, assess 
HHS actions taken since our 201 1 report and describe selected stales' 
policies related to psychotropic medication,^ In addition to issuing the 
guidance we recommended. HHS efforts have focused on using mental' 


^^GAO*i2'20l. The »(K selected states included Flonda, Maryland Massachusetts. 
Michigan Oregon, and Texas. 

^ AACAP PosHton Statemenlon Oversight of Psyctfotropic Msdicatton Us9 /drCfnWren wi 
Stale Custody' A Sdsi Pnncipi^s RithtRiiftfi 
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health screening tools and providing therapies that address trauma, which 
seek to ensure that the mentahhealth needs of children in foster care are 
appropriately met See ftgure 1 below for a list of initiatives undertaken 
since our December 20 11 report by ACF, CMS. and SAMHSA 


ID 


GA0.14.6SI1 



Figure 1: Department of Health and Human Services (HHS) Efforts to Support Slates' Oversight of Psychotropic Medications 
among Children in Foster Care and Encourage the Use of Mental-Health Assessments and ^reenirtg Tools since December 
2011 
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In our April 2014 follow-up report, we also found Uiat. to varying degrees, 
eacli of the five selected slates we reviewed has policies and procedures 
designed to address the monitoring and oversight of psychotropic 
medications prescribed to children in foster care For example: 

• All five selected states' foster-care programs use some type of 
hinctional assessment or screening tool, such as the Child and 
Adolescent Needs and Strengths (CANS), for screening and 
treatment planning, which may prompt a referral for a psychiatric 
evaluation as deemed appropriate 

• All hve of the selected stales have designed a mechanism to 
coordinate and share some or all Medicaid prescription claims data 
with the state's foster-care agency to help monitor and review cases 
based on varying chteha. such as prescriptions for children under a 
particular age. high dosages, or concurrent use of multiple 
medications. 

Three of five states — Florida. Massachusetts and Texas — included in our 
April 2014 review use. or are transitioning from fee-for-service to, MCOs 
to administer prescription-drug benefits for menlal-heatth medications 
Medicaid officials from two of those three states reported that their states 
had conducted limited planning to ensure appropriate oversight of MCOs 
administering psychotropic medications 

ACF. CMS. and SAMHSA have developed guidance for stale Medcaid. 
child-welfare, and mentel-heatlh officials related to the oversight of 
psychotropic medications that underscored the need for collaboration 
between slate ofTicials to improve prescription monitoring. However, we 
found In Apnl 2014 that this guidance does not address oversight within 
the context of a managed>care environment, in which states rely on a 
third party to administer benefits such as psychotropic medications. Many 
stales have, or are transitioning to. MCOs to administer prescription-drug 
benefits, and. as our work demonstrates, selected states have taken 
limited steps to plan for the oversight of drug prescribing for foster 
children receiving health care through MCOs— which creates a nsk that 
controls instituted In recent years under fee-for-service may not remain 
once states move to managed care. In our Apnl 2014 report, we 
concluded that additional guidance from HHS that helps states prepare 
and implement monitoring efforts within the context of a managed<are 
environment could help ensure appropriate oversight of psychotropic 
medications to children in foster care We recommended that the 
Secretary of Health and Human Services issue guidance to state 
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Medicaid, child-welfare, and mental-health officials regarding prescription- 
drug monitoring and oversight for children In foster care receiving 
psychotropic medications through MCOs. HHS concurred with the 
recommendation and described planned actions to address It. such as 
having CMS work with other involved agencies to coordinate guidance 
between CMS and other HHS agencies. 


Case Studies 
Varied in Quality 
of Documentation 
Supporting the 
Use of Psychotropic 
Medications 


Expert Reviews of Select 
Foster Children's Foster 
and Medical Files Found 
Variation in the Quality of 
Documentation 


As part of our April 2014 report, we also contracted with two child 
psychiatrists to provide clinical evaluatiorrs of 24 cases that we selected 
from the population of foster children prescribed psychotropic drugs in 
2008.’* The case selections were based, in part, on potential health hsK 
indicators, such as concurrent use of five or more psychotropic 
medications, doses higher than the maximum levels cited in guidelines 
developed by Texas based on FDA-approved labels or medical literature 
maximum dosages for children and adolescents, and children less than I 
year old prescribed psychotropic drugs. Our experts’ reviews of 24 foster 
children's foster and medical files in five selected states found that the 
quality of documentation supporting the prescription of psychotropic 
medication usage vaned with respect to (1) screening, assessment, and 
treatment planning; (2) medication monitoring; and (3) informed and 
shared decision making. 


Screening, Assessment, and Treatment Planning. Our experts 
evaluation of this category included whether medical pediatric exams and 
evidence-based therapies — which are interventions shown to produce 
measureable improvements— were provided as needed, according to 
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records.^ Our experts found in 22 of 24 cases that medical pediatric 
exams were mostly supported by documentation For example, in one 
case with mostly suppo^ng documentation, experts found that a child 
with a history of behavioral and emotiona) problems had records 
documenting a medical pedialnc exam and thorough psychological 
assessments, with comprehensive discussions of diagnostic issues and 
medication ratKinate, With regard to evidence-based therapies, experts 
found that 3 of 15 children who may have benefitled from such therapies 
were mostly provided such services. In 11 of IS applicable cases, the 
experts found that evidence-based therapies were partially provided, such 
as for instances when some psychosocial or evldence-bas^ therapies 
were documented, but other evidence-based therapies that may have 
been more applicable orbeneficia) were not provided. In 1 of IS cases 
there was no documentation that evidence-based therapies v^re 
provided 

Medication Monitoring. Our experts' evaluation of this category included 
the appropnaleness of medication dosage and the rationale for 
concurrent use of multiple medications, according to records. Our experts 
found appropriateness of medication dosages was mostly supported by 
documentation in 13 of 24 cases ar>d partially supported in the other 1 1 
cases. The rationale for concurrent use of multiple medications was 
mostly supported In 5 of the 20 cases where multiple medications were 
used, but 14 of 20 cases included documentation that partially supported 
concurrent use, and 1 case did not Include documentation to support 
concurrent use For example, m one case with partially supporting 
documentation, our experts found that a child was prescribed four 
psychotropic drugs concurrer>tly. when nonmedication interventions could 
have been considered 

Informed and Shared Decision MaKing. Our experts' evaluation of this 
category included whether Informed conser^ and communicalion between 
treatment providers occurred, according to records. Our experts found 
that informed-consent decisions were mostly documented in 5 of 23 
applicable cases, in 1 1 of 23 cases, our experts found partial 
documentation of informed consent — such as when some, but not all. 
medications prescribed to the child included documentation of inrom>ed 


’^Psyehosodai tnerap«s Uw! nave been sho«m lo be effecijve in ireet*na meniai-nMlin 
condilione may be referred to ae ev>dertce>based therapiea. Trauma-focused cognitive 
oebaviofal therapy is an example of an evtdence-besed therapy 
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consent-^fKl 7 other cases did not inciude any documentation of 
informed oonser>t For example, in one case, our experts reported there 
was no documentation of informed consent, psychiatnc evaluation, 
psychiatric diagnosis, or monitonng of antipsychotic medication. In this 
case, the child was prescribed an antianxiety medication (busptrone). an 
antipsychotic medication (risperidone}, and an ADHD medication 
(olonidine) at 4 years of age. presumably to treat psychiatric symptoms 
that interfered with his functioning, including short attention span, 
wandenng off, self-injury, and aggression. However, our experts noted 
the documentation was too sparse to determine why the psychotropic 
medications were prescribed, and the indications, monitoring, and side 
effects could not be evaluated. In addition, our experts found that 
communication between treatment providers was mostly documented in 
15 of 23 applicable cases. However, communication between treatment 
providers was partially documented In 5 of 23 cases, and there was no 
evidence that such communication occurred in 3 of 23 cases. Foster 
children can experience frequent changes in their living placements, 
which can lead to a tack of continuity in mental-health care, and new 
providers may not have the medical history of the patient. This lack of 
stability can lead to treatment disruptions and can increase the number of 
medications prescribed 


Some Prescriptions in 
Infant Cases Were for 
Non-Mental-Health 
Reasons, but Others 
Were for Psychiatric or 
Unclear Reasons 


Of the 24 cases reviewed. 9 were infant cases that our experts evaluated 
to determine whether the prescriptions were ^r psychiatnc or non-mental- 
health reasons. Our experts agreed that prescriptions of psychotropic 
medications to infants carries significant risk as there are no established 
mental-health indications for the use of psychotropic medications in 
infants and the medications have the potential to result in serious adverse 
effects for this age group Our experts found in 4 of 9 infant cases 
reviewed that (he prescription of psychotropic medication was for non- 
mental-health purposes, such as to treat skin conditions, based on 
documentation reviewed. However, our experts found that in 2 of 9 cases 
the infants were prescribed psychotropic medications for psychiatric 


^ACF roponed Dial foster children moveo an avtarage of 1 6 times in an 18-mon(h period 
end that sonte children changed placements as many as 12 bmes m that same perKxj 
See L F Stambaugh et al . fSyohofmpnc Medieahon Use by Oiitdren in ChiM Welfare 
OPRE Report #2012-33 (Washington. D C : Office of Ranmrtg. Research and Evaluation. 
Admiovstration fbrChiMien and Farnlflas. U.S Oepahmani ofHaahh and Human Services 
2012 > 
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reasons, and the rationale and oversight for such medications were 
partially supported by documentation In 3 of 9 infant cases, our experts 
were unable to discern whether the psychotropic medications were 
prescribed to infants for mental-health purposes or for some other 
medical reason, based on documentation reviewed. 

In conclusion, early detection and treatment of mental-health conditions 
can improve a child's symptoms and reduce potentially detrimental 
effects, such as difficulties with relationships, dropping out of school, and 
involvement with the juvenile justice system. Despite the need for 
treatment, child mental-health advocates, providers, and researchers 
have expressed concern about the increase in prescribing of psychotropic 
medications for children because of limited information on the safety and 
efficacy of the medications being prescribed In the child population. 
Children In foster care are especially vulnerable because they more 
frequently have been subjected to traumatic experiences involving abuse 
or neglect and they may suffer from multiple, serious menlet-health 
conditions. Our analysis of national survey data, state Medicaid data, and 
a sample of case files indicates that concerns raised by providers, 
advocates, and others about potentially inappropnale prescribing of 
psychotropic medications for children in foster care may be warranted. 

The federal government and state governments in our review recently 
have taken action to improve the oversight of psychotropic medication 
prescribing to foster care children, however, continued assessment and 
guidance is needed to protect this vulnerable population. 


Chairman Reichert. Ranking Member Doggett, and Members of the 
Committee, this completes my prepared statement. I swuld be pleased to 
respond to any questions that you may have at this time. 
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Chairman REICHERT. Thank you all for your testimony. 

We now move into the question and answer phase of the hearing. 
I will begin. 

My first question is for Ms. Hovenier. I just want to thank you 
again for being here and having courage to tell your story and also 
thank you for all the work that you are doing to help other children 
in foster care. 

You talked a little bit about how you succeeded and what helped 
you, and really you focused on people need love; children need love 
versus drugs. And I wonder if you could just tell me a little bit 
more about — we know your family was there. They loved you. Your 
CASA adviser was there. How did you finally get to the point 
where you were being able to pull yourself out of that or have your 
family pull yourself out of that treatment center? 

Ms. HOVENIER. So, on my 18th birthday, I aged out of foster 
care. When I turned 18, they could no longer keep me there. How- 
ever — 

Chairman REICHERT. The drugs. 

Ms. HOVENIER. In the psychiatric facility, they could no longer 
keep me there. 

Chairman REICHERT. Right. 

Ms. HOVENIER. And since I was no longer there, I didn’t want 
to take the medications to start out with, so when I left the facility, 
I am like. Okay, I am never taking another psychotropic medica- 
tion because I do not like the way they made me feel, and I have 
never liked it. And so that was when I decided I don’t need the 
medication. I already knew I didn’t need it, but that was the start- 
ing point with. Okay, I want to get off; how do I do this? And when 
I moved up to Bellingham, we couldn’t find a psychiatrist to take 
me off because they looked into my records from the psychiatric fa- 
cility, and they said that they didn’t want to take me off because 
I was a liability, that I might do something, but they didn’t know 
me before I was on the medication. Before I was on the medication, 
I was a normal teenager, being a normal rebellious teenager, but 
apparently, when you are in foster care and you are rebellious, you 
get medicated. So just having my family, my adopted family and 
my new family just support me, and they are like. Okay, we want 
to do what you want to do. We are here. Just let us know anything 
we can do, and having a private paid therapist was a big deal to 
me because this therapist knew me and wanted to support me in 
getting off. And she wasn’t one of the therapists that were like. Oh, 
we are leaving you on this, we want to keep you on this. So I think 
that was a big difference. 

Chairman REICHERT. How do you think we can help other fos- 
ter kids? 

Ms. HOVENIER. I believe the government can help other foster 
kids by — I don’t know if it is already a thing or not, but imple- 
menting the foster child no matter what has a right to request a 
second opinion from a doctor or psychiatrist, no matter if it is a pri- 
vate paid therapist, private paid psychiatrist, and in addition, dif- 
ferent forms of therapy besides just pharmaceutical therapy, like 
there is many therapies out there. I don’t know them all, but those 
are just a couple of my ideas. Thank you. 

Chairman REICHERT. Thank you. Good job. 
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Dr. Naylor, Illinois has the fifth largest foster care caseload in 
the country, with about 17,000 children in foster care. The program 
you administer oversees the prescription of psychotropic drugs to 
all of these children in foster care. How much does this program 
cost annually? Do you know what the cost is annually? 

Dr. NAYLOR. I write the budget, and it is budget time, so I have 
a pretty good clue. It runs about $1.1 million, that is how much we 
have requested. We typically run it on about $900,000. 

Chairman REICHERT. And how is your program funded? 

Dr. NAYLOR. It is funded as a contract through the Department 
of Children and Family Services. The Children and Family Services 
receives funding from the State. In fact, their funding from the 
State is actually quite generous because of a consent decree from 
early 1990s, and some of the money comes from various Federal 
grants. I can’t speak to how the money from DCFS comes to us, 
but it is either paid through general funds, which would be through 
the legislature or it comes from Children’s Services funds, which 
are specifically earmarked to pay quicker. In Illinois, that is a very 
important factor I think, but pays quite a bit quicker than general 
funds. 

Chairman REICHERT. What are some of the key outcomes that 
sort of tell you that your efforts have been successful, that they are 
making a difference? 

Dr. NAYLOR. Well, I think there is several. One, in the written 
testimony, which I apologize, it didn’t translate well from the Word 
document to the PDF, so there is some really weird things that 
happened when it was transferred to PDF, but you can see that 
there was over time a decrease in the use of Prozac or fluoxetine, 
and after the black box warning and after the warning regarding 
Paxil, we made the determination based on pretty sound evidence 
that fluoxetine should be the first drug of choice, and by changing 
our review process, we were able to do something that I don’t think 
made the drug companies all that happy, which was we increased 
the rate of generic medication, fluoxetine, at the expense of brand 
name medications that were less effective. So one of the things that 
we were able to do was to increase evidence-based prescriWng at 
a cost savings because the medication with the greatest evidence 
for it was also the medication that was the cheapest. 

We were able also to show a decline in the use of antipsychotic 
polypharmacy, and these numbers actually are even more dramatic 
than you see in the written testimony because of the way we ana- 
lyze this. We were very conservative. 

Chairman REICHERT. You answered my last question to you. 
You just mentioned cost savings. Okay. 

Dr. McGraw, you have spent your career focusing on mental 
health issues and how to appropriately address them. What do you 
believe is the best way to raise awareness of this issue so children 
are better protected from being prescribed these drugs that really 
aren’t going to help them? What is the best way to get — one of 
these of course is today’s hearing, with your presence that adds to 
it, but do you have some ideas on that? 

Mr. MCGRAW. Well, I do. I think we need to keep just ringing 
the bell over and over because it is out of sight, out of mind, and 
I think so often these children become invisible, and their treat- 
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ment or their absence of treatment become invisible because they 
are just simply taken out of the mainstream, and I think that is 
why I said a hearing like we are having today is so important. We 
talk about this on the “Dr. Phil” platform, we talk about it on “The 
Doctors,” kind of the medical version of our show, and people care 
about this. Chairman Reichert. 

I know when we have had a call to action for CASA volunteers, 
it has just been overwhelming. I mean, we have been able to gen- 
erate close to $90 million in volunteer services just from asking 
people to come forward and get involved. People want to get in- 
volved. They don’t know how. And that is why something like a 
CASA is so important. For you and I, we had a football coach that 
kind of stepped up and jerked a knot in our tail and said, you 
know, get in class and be out here at practice, but, you know, you 
look at all of the psychological research, and I don’t think there is 
anything more powerful for these children than a caring adult that 
puts their arm around their shoulder and says, I am going to help 
you navigate this maze. 

So I think we just have to tell people about it, and we have got 
to tell them something they can do because if we get more adults 
involved in their lives, then these drugs are going to start to go 
away because there is going to be somebody there that says this 
is just a normal kid, a typical kid that has grown up in atypical 
circumstances. And we need to teach them, not medicate them, and 
I think that only happens when — you know, my dad used to say 
nothing makes the crops grow like the shadow of the owner, and 
it is the same way with your kids. Nothing protects your child than 
their biological parent, but if you don’t have that, have a caring 
adult there that will pay attention to what is happening, and that 
is what happened to this courageous young woman here. We have 
got to have a call to action to get more people involved, and if you 
can’t be a foster parent and bring children into your home, then 
you can be a CASA, which means you just navigate maybe two 
children a year through the process and watch over them, even if 
you can’t open your home. If you don’t have money to give, you can 
at least do that. So we have just got to tell people what they can 
do to become involved. 

Chairman REICHERT. Thank you. 

Mr. Doggett, you are recognized. 

Mr. DOGGETT. Thank you very much, and thank you for your 
insightful and moving testimony. There is no doubt that everyone 
up here on this dais shares your concern. The question is whether 
or not we will take the action to do something to change anything, 
and that, whether that action will occur in a meaningful way is far 
from certain in this Congress. 

Mr. Chairman, I would ask in that regard unanimous consent to 
enter into the record a letter from over 100 child advocacy organi- 
zations urging support for the administration’s budget proposal to 
reduce the overmedication of foster children through a new dem- 
onstration project involving both child welfare and Medicaid agen- 

C16S 

Chairman REICHERT. Without objection. 

Mr. DOGGETT. And, Dr. Phil, I see that your foundation is 
among the organizations that signed that letter, and you have al- 
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ready talked about it. All of us are moved when we hear the stories 
from our CASA volunteers. I know I have been in Austin, in San 
Antonio. They do extraordinary work. But we can’t solve this prob- 
lem with just volunteers, without resources, as you have indicated. 
You said, and I think I got it down, it takes time, and it takes 
money, and it takes a completely different model. 

If you would, just outline why you think it would be valuable to 
have these additional resources and attempt to have a demonstra- 
tion project to help us combat the overprescribing of these medica- 
tions to children in foster care. 

Mr. MCGRAW. Well, Congressman Doggett, thank you for the 
question, and let me say, I think the worst thing we could do is 
throw more money at the model we have now. 

Mr. DOGGETT. Right. 

Mr. MCGRAW. If we throw more money to fund Medicaid or 
State agencies to keep writing these prescriptions and medicating 
these children, I think that would be disastrous. It would be like 
throwing gas on a fire. What it takes, and this is where money can 
be spent, is if you now have actual live people that will sit down 
and counsel these folks, give them the coping skills, the organiza- 
tional skills, teach them how to talk to themselves about what has 
happened to them in their lives. 

I spoke at a luncheon earlier today with these shadow foster kids 
here. What a great group, by the way, what an audience — ^you want 
to speak to those kids, let me tell you. But, you know, I said to 
them, sometimes you have to give yourself what you wish you could 
get from someone else. Maybe you don’t have a parent there to put 
their arms around you and tell you how proud they are of you, but 
sometimes you have to give that to yourself But they can’t do that 
without having someone unravel this emotional ball of yarn for 
them. They have been abandoned. They have been neglected. They 
have been abused. Someone needs to tell them, what do you say 
to yourself about that? Psychology has made just wonderful ad- 
vances with evidence-based therapies that give the kids the coping 
skills, the tools to do that. That is where the money should be 
spent, that is where the money will be spent with the new model, 
and that is why I support that, if it is done in that way, but it 
takes manpower. It takes manpower, and you are right, you can’t 
do it with all volunteers, and sometimes the problems are over the 
volunteers’ head. I mean, just over their skill set. If you have got 
someone that truly does have a mental illness that requires profes- 
sional intervention, all the love in the world is not going to fix that. 
You need professional intervention to do that, and that is why you 
can’t do it with all volunteer, and that is why the money would be 
well spent if it is not spent pouring more drugs on the problem. 

Mr. DOGGETT. Ms. Chang, let me ask you to respond on that 
also with specifics because, clearly, we don’t want to just pour more 
money into buying drugs. We would like to have some cost savings 
there. But why is it that additional resources are needed to get this 
other model going? Can you expand on what Dr. Phil has just told 
us? 

Ms. CHANG. Sure, I would be happy to do that. I think when 
we think about a system that functions effectively, you need at a 
minimum three core components. You need the ability to screen 
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and assess so you can identify what is actually happening in that 
child’s life and what their needs are. You need to then be able to 
connect what you have identified to appropriate evidence-based 
interventions, like Dr. Phil was talking about. And finally, you 
have to be able to monitor that child and follow them to make sure 
that that intervention is actually working for that individual child. 

We do this in regular medicine all the time, right? If you go to 
your doctor, they are going to prescribe something for you. They 
tell you to come back and follow up, make sure that medicine 
worked. If it didn’t, they will try something else. Far too often in 
child welfare, we are missing at a minimum those first two compo- 
nents, right? We don’t have adequate screening and assessment 
tools that actually can identify what trauma that child has experi- 
enced and what that has done to that child’s cognitive, social, emo- 
tional, mental health well-being, so we miss that first part. And 
even when we do have the capacity to measure what is going on 
in that child’s life, what we have learned from the local jurisdic- 
tions is that they do not have access to the evidence-based inter- 
ventions, and so there are many missing components. And that is 
why this demonstration is really designed to help local jurisdictions 
who want to do the right thing have the resources to either, to cre- 
ate for the first time or scale up evidence-based interventions. We 
know what works in the field, and often, as folks have said, it real- 
ly is about family-based care, community-based care with mental 
health professionals who are trained in these evidence-based inter- 
ventions. 

Mr. MCGRAW. Congressman Doggett, I also want to add you are 
not really talking about new money here, by the way. Because 
what hasn’t been talked about is these psychotropic drugs have ad- 
dictive elements to them, and these children are at higher risk for 
addiction problems later in life if they have been on these drugs or 
abusing these actual drugs. And you are going to have to deal with 
that down the road if you don’t deal with it here. If you take the 
drugs out and you put the right treatment and therapies in, you 
may spend that money doing it now, but you are not going to spend 
that money with lost productivity in society with someone that has 
an addiction problem later in life. So pay me now or pay me later, 
so you would do a whole lot better off to do it now and prevent the 
problems because one thing we know is when children get addicted 
to drugs, their development stops, their mental, emotional develop- 
ment stops, educational deficits set in. 

Just because these were written with a prescription instead of on 
the street doesn’t make their impact any different. The educational 
deficits, the developmental deficits, those things become profound, 
and you are going to pay for those later, and it is — that is why it 
is important to do it now, and whether you are — it is with reunifi- 
cation with the family or it is with these foster parents, most of 
which are absolute heros stepping up in these kids’ lives, so, you 
know, you are not really talking about new money here. It is be- 
cause just are going to spend it here or you are going to spend it 
ttiGr©, 

Mr. DOGGETT. Thank you very much. 

Chairman REICHERT. Thank you. 

Mr. Kelly, you are recognized. 
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Mr. KELLY. Thank you, Chairman. 

Thank everybody for being here. 

But if I’m listening to you, I may be hearing it incorrectly, Ms. 
Chang you maybe can help me on this. Seems to me that because 
we have had such a human breakdown in the family unit, that we 
have more of these children that are out there that cannot be taken 
care of by a mom and a dad and what we would consider a tradi- 
tional family unit. So, overwhelmingly, I was reading the numbers, 
400,000 children right now in foster care. That is as of 2012. I don’t 
know where it is today. So is this — if you were to break it down 
demographically, are these from lower income or lower middle in- 
come people? Where are these children coming from? 

Ms. CHANG. Sure. So, you are correct. We have a little less than 
400,000 children in foster care today. I want to note that that is 
a huge mark of progress in the system. That is a reduction from 
over 500,000 children in care just about 10 years ago, so the system 
has made a difference. But you are right, these are young people 
who come from often low socioeconomic backgrounds. They come 
from challenging neighborhoods, and the abuse and neglect they 
experience before they came into care and then the trauma of com- 
ing into care even — even if they had to leave an abusive and ne- 
glectful family, coming into care can be traumatic, but most of 
these kids can be cared for in a foster home with a relative and 
most of them, in fact, are. 

The great majority of our kids are placed with relatives or other 
foster families, and many of them don’t have serious mental ill- 
nesses. Most of our kids have trauma symptoms that often are 
misdiagnosed as mental illness, and because we fail to intervene 
early on, they can escalate into much more serious behavior. 

Mr. KELLY. I guess that is where my question comes in. So who 
does the intervention, who determines an intervention is nec- 
essary? And I think that is the part that bothers me. I have got 
eight grandchildren right now. And 9 and 10 are coming, and there 
is no two of them that are alike. 

Ms. CHANG. That is right. 

Mr. KELLY. Some are more challenging than others. 

Ms. CHANG. That is right. 

Mr. KELLY. The ones that are the most challenging, I wouldn’t 
say his problem is he needs medication; I would say maybe he 
needs a little more parenting, but I worry about it. 

Ms. Hovenier, you refer to now you actually have two families, 
two dads and a mom. I think that is interesting because you don’t 
say I have two people taking care of them. You say the term that 
most of us have identified as growing up. I got a mom. I got a dad. 
I got people who care about me. I got people who love me. I got 
people who I can go to when I need to go to. I keep worrying about 
this and maybe you can weigh in on this. I know your father is 
with you now. Your dad is with you now, but I don’t know about 
your early life. What happened that your — your little brother, was 
a 10-year-old, he was also in a foster home. Now, did you say you 
had a twin sister? 

Ms. HOVENIER. I do, yes. 

Mr. KELLY. Okay. Was your twin sister in a foster home? 

Ms. HOVENIER. Yes. 
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Mr. KELLY. Okay. So, your whole family? 

Ms. HOVENIER. Yes. 

Mr. KELLY. Okay. All right. So that has got to be very difficult. 

Dr. Phil, you deal with folks all the time. I have watched you a 
couple of times on TV. I don’t have the chance to watch as maybe 
I would like to, but I see this breakdown of the family is what I 
see going on, and I think we are — we keep looking for government 
programs that somehow will do the job that families no longer do. 

I grew up in an all together different time, and I will tell you 
when I talk to my friends, we agree on one thing: We grew up in 
the greatest towns at the greatest times with the greatest parents, 
preachers, teachers, coaches you could ever imagine, and a family 
support system. We didn’t have as much of a support system gov- 
ernment supplied. We had it family supplied, and that is the part 
that bothers me. 

I look at a society that is going more to government for answers 
than it is to internally families making decisions, families deciding 
what to do to help a child, families being involved in the final de- 
termination of who goes on what or what they get prescribed to 
them. You see it in great numbers. You all see it in great numbers, 
but I keep coming — if our families continue to break down the way 
they are breaking down, there is not enough money in the world 
out there to take care of these children that are just out there 
going around aimlessly. 

Mr. MCGRAW. Well, that is why it is so important to focus on 
reunification. And by the way, I would be happy to get you a DVR 
so you could watch more often. 

Mr. KELLY. No, no, no, that is okay. Thank you. I appreciate 
that 

Mr. MCGRAW. No, that is — the whole reason — and when I say 
the foster system is broken, the goal has to be reunification. We 
have got to restore the American family unit in America. I mean, 
we have become a much more transient society. We used to go 
down and play on the corner and didn’t go home, but now we go 
to target schools and different places around. It is a different time, 
but we have got to reinstitute the family unit in America, and that 
is breaking down, and I see it more and more every day where par- 
ents drop their child off at school and expect them to be raised. 
That can’t happen. It has got to start at home. 

As parents, we — the same sex parent is the most powerful role 
model in any child’s life, and that is where it begins, and you can- 
not advocate that role to anyone, and that is why reunification has 
got to be such a goal in this foster system. 

Mr. KELLY. I agree with you, but it is a socialization process we 
are missing out on today. I got to tell you, the way I grew up, there 
wasn’t anybody substituting for my mother and my dad. 

And, Ms. Hovenier, I congratulate you in getting through what 
you have gotten through, but I think there is too many children out 
there who do not have the benefit of having a strong nuclear fam- 
ily. And I think that is the number one problem. If you don’t have 
a strong nuclear family, you don’t have a strong faith-based folks, 
you are not going to be able to get through it on your own. You 
just can’t learn it by yourself through a book or through a program. 
Thank you. 
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Chairman REICHERT. Mr. Griffin, you are recognized. 

Mr. GRIEEIN. Thank you, Mr. Chairman. 

Thank you all for being here. I am from Arkansas, and we have 
had quite a bit of success in Arkansas dealing with this particular 
problem, and you know, there is a lot of — a lot of jokes and a lot 
of things said about Congress, but I will tell you that a lot of the 
progress we have made has been because of the laws that we have 
been able to get in place. And you know, I was just looking, re- 
minded of 2011, which was my first year of serving here, we had 
the Child and Eamily Services Improvement Innovation Act, which 
deals specifically with the protocol for prescribing psychotropic 
medication for children. When I look at some of the results of what 
has gone on in Arkansas, it has been incredible, and it, no doubt, 
has been encouraged and in some cases mandated by the Eederal 
Government, but the boots on the ground, as we say in the Army, 
has been at the State level. 

And some of the numbers here — well, let me just say, a number 
of — a number of specific edits or, as they are called, or changes 
were put in place. One of them in particular was having a child 
psychiatrist review all requests for psychotropic medications for 
children under 5 and a whole host of things, but the numbers are 
staggering. There was a reduction for foster care children under 6 
years old, a reduction of 86 percent. That is almost elimination. Eor 
nonfoster care, 92 percent, so there is a gap — there is a gap be- 
tween the nonfoster care children and the foster care children. 
When you get to 6 to 12 years, reduction of 38 percent for foster 
care; 49 for nonfoster. So there is something that works here, it 
seems to me, and I think — I think the point that. Dr. Phil, you 
made and some others and some folks up here made is a good one, 
and that is, look, we have seen that throwing money at a problem 
doesn’t work. The VA has been getting more money for administra- 
tion after administration. I think we tripled the money for the VA 
in the last little over a decade, and it is still a disaster in many 
ways, and so we have got to make sure that we are funding the 
right things and that we are funding things on the ground, not 
more administrators, and I think that is critically important. 

Now, the one thing I would — a couple of things to ask here. Eirst 
of all. Dr. Naylor, in Arkansas, there is still a gap between — even 
though there have been significant reductions and great — ^very ef- 
fective reforms, still a gap between foster care children and non- 
foster care children. Dr. Phil mentioned earlier that there are cer- 
tain problems or patterns with foster care children. He is — I think 
you said that there are more mental health problems as a percent- 
age than in the general population. Maybe that explains the gap. 

Dr. Naylor, could you — I see Dr. Phil shaking his head. Dr. 
Naylor, if you could speak to that, then Dr. McGraw, Dr. Phil, 
whichever one you want to go by, if — apparently, you chosen Dr. 
Phil. But if you all could both speak to that, what is the gap? Why 
is there a gap? So, when we see a reduction, the reduction is not 
as much with the foster care population as it is with the nonfoster 
care. 

Dr. NAYLOR. Well, and I have how many minutes to answer 
that? 

Mr. GRIEEIN. I will give you as much as you want. He may not. 
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Dr. NAYLOR. Excellent. All right. I think that there is several 
reasons. I summarized some of them in my testimony. I really 
think that these youngsters, you cannot, first of all, pathologize 
kids in foster care or foster children because the vast majority of 
them are able to carry out their roles that they are supposed to be 
carrying out, being part of a foster family, being part of a home of 
a relative, going to school and things like that, but there is a sub- 
group, and I think that this is a larger group in foster kids than 
in the general population. 

I was asked by Bryan Samuels, who came from Illinois, actually, 
and he asked me if I really believed that there was a higher rate 
of mental illness in foster kids, and my answer to him, was if you 
really wanted to come up with a model for developing mental ill- 
ness in a population, that is the perfect model. You have kids 
who — a sub-population anyway, are born to very impulsive, very 
aggressive, sometimes mentally ill, very often substance abusing 
and even sociopathic parents, strike one. Strike two, in these fami- 
lies, very often there is neglect. Neglect is probably worse in some 
ways even than physical abuse is. Physical and sexual abuse. 
There is often in utero exposure to drugs, which you know, between 
tobacco and alcohol, you have got to two biggest risk factors for 
screwing up the kid’s brain. And we continue on through disruption 
of the primary attachment. 

And you look at these kids and you think, how can you possibly 
love a mom who treats you like this or a dad who treats you like 
this? But they do, you know, and that is what they know. And I 
think the major trauma in the child welfare system actually is 
when you take the kids and how you take the kids into custody. 

In — you know, people talk about the trauma of taking kids out 
of the home, but let me paint a picture for you. You are going to 
school. All of a sudden the police come to you at the school. They 
pick you up, chuck you in the back seat of the car, and bring you 
off to some strange place. Now, if you look at this from an evolu- 
tionary point of view, abduction equals death. And so when you are 
responding to this as a child, you are not responding to just, oh, 
what a bummer, you were taken away from your family. You are 
responding to a potentially life-threatening situation. I mean, that 
is what your brain is telling you. 

And I think that we end up then seeing incredible sadness and 
maybe even more than that, a howling rage for some of these kids 
at being taken out of their families. And then the first foster home 
sometimes stick, but for a lot of these kids, there is multiple place- 
ment disruptions. And every single disruption that you have is ac- 
companied by a decreasing sense of self worth and an increase in 
behavioral problems. And so we have the perfect system for devel- 
oping emotional, behavioral, and psychiatric victims. 

Mr. GRIFFIN. Mr. Chairman, I would ask that 

Chairman REICHERT. I think this is — I think this is an impor- 
tant question. The time has gone 2, almost 3 minutes over. 

Dr. Naylor, you did an outstanding job. I happen to have been 
one of those police officers years ago that was put in those posi- 
tions, and I will allow Dr. Phil McCraw to respond in a sound bite, 
please. 

Mr. GRIFFIN. Thank you, Mr. Chairman. 
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Mr. MCGRAW. I will be as quick as I can. I don’t disagree with 
anything Dr. Naylor just said, but I might approach him from a dif- 
ferent standpoint. Being a foster child is a social circumstance. It 
is not a mental illness. It is a social circumstance. You do not treat 
a social circumstance with a drug. You have to fix the underlying 
problem, and you have got to do a differential diagnosis. You have 
got to say, is the etiology here organic? I mean, is there a bio- 
chemical imbalance that needs to be corrected inside the body, or 
has someone gone through some type of psychological trauma that 
has threatened their safety and their security and their self worth 
and their ability to predict the consequences of their life and their 
action. And if that is the case, I just don’t believe that you are 
going to fix that with medication long term. 

Now, it doesn’t mean it can’t help short term because it certainly 
can, but particularly for these young children, there is not one 
shred of evidence that many of these drugs are appropriate to use 
with 1- and 2-year-old children, certainly in a polypharmacy cir- 
cumstance. And I am not down on psychotropics because, let me 
tell you, they can save and change lives when appropriately used, 
but being a foster child is a social circumstance, not a mental ill- 
ness. 

Now, it can trigger depression and some other things that have 
to be dealt with, but what is the treatment of choice? Is the treat- 
ment of choice to begin drug therapy? Is the treatment of choice to 
begin some type of evidence-based psychological therapy? And I 
think the former has many more side effects than the latter and 
therefore is much more dangerous. 

Chairman REICHERT. Thank you. Thank you for your answer. 

Mr. Renacci, you are recognized 

Mr. RENACCI. Thank you, Mr. Chairman. 

I want to thank the panel. You know, one thing great about 
being in Congress — I have only been here 3 and a half years — is 
you do get to learn a lot. I was in the business world for 30 years, 
and I have always believed in a safety net. There is no doubt about 
that. Coming from Ohio, there are 12,000 Ohio children living in 
foster care each month. You know, when the State agrees to take 
on the responsibility of caring for those children and the safety of 
the vulnerable population, it becomes their responsibility, and too 
many times we set them up for failure, not success, which I keep 
hearing as I am listening to this panel. And as I started to read 
about some of the headlines, you know, regarding this issue, “Out 
of Sight, Out of Mind: Psychotropics and Eoster Care,” “Mind-Alter- 
ing Psych Drugs for 7-Year Old,” these are just media stories that 
are — as you start to read and figure out what is going on, and you 
know, when the odds are already really against these individuals, 
that is very concerning. 

So what I am trying to do is get some answers, and I listened. 
One thing I did hear you say. Dr. McCraw, is throwing additional 
money onto this problem is not the answer — the current system, I 
should say. Now, redirecting it might be the answer, but before I 
let you respond to that, I do want to ask Dr. McCraw and Dr. 
Naylor, in each of your opinions, really, where is the push for the 
use of psychotropic drugs coming from? You know, is it the child 
welfare system? Is it the medicaid system? Drug companies? Eoster 
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parents? Schools? Or somewhere else? I would like to get either of 
your opinions on that. 

Dr. NAYLOR. Well, I think that the routes into a psychiatrist’s 
office varies. So, very often, as a child psychiatrist, I will hear vari- 
ations of this story. Johnny, who is in foster care, has just lost his 
third preschool, and his fourth preschool is going to kick him out. 
He is running around the house, chasing the cat with a knife, and 
you need to do something and you need to do something now. And 
very often, these kids will have had therapy. 

The problem is, is that not all therapies are correct. So one of 
the routes in is because the psychotherapy that is provided is not 
particularly effective and not evidence-based, but something needs 
to be done now. And this can come from foster parents. This can 
come indirectly from schools through the foster parents into the of- 
fice. Very often, it is caseworkers who don’t necessarily know how 
to negotiate a mental health system. And you would think that 
mental health systems and child welfare systems work together. 
You would also be very wrong if you thought that. I mean, they are 
very much silos. And so I think very often, child welfare workers 
then will say, okay, I know this psychiatrist that treated one of my 
other. I will bring this youngster in. 

I don’t — I think that also as a child psychiatrist sitting in the of- 
fice, I look at what is available to make an intervention right now 
that might be able to head off a psychotropic medication. And one 
of the biggest problems is access to evidence-based therapies. Like 
I say, I can get somebody to play Chutes and Ladders with them 
and talk about nondescript things, but I can’t get good evidence- 
based therapy. 

Mr. RENACCI. So the push is from all of the above? 

Dr. NAYLOR. Yeah. 

Mr. RENACCI. Dr. McGraw? 

Mr. MCGRAW. Well, you can tell you are talking to somebody 
that knows and lives this system, because when he says, I can get 
somebody to play Chutes and Ladders with them, but if you have 
got somebody that truly has a serious self-destructive problem, it 
takes a much higher level of professionalism. 

Here is the problem: Your caseworkers might have 40 files, and 
in those — a given file might have 8 kids in it, so you are just talk- 
ing about being completely overwhelmed, and so what you are 
doing is you are warehousing the problem short term. You say, I 
have got somebody chasing the cat with the knife and the school 
won’t let him back in, so you want to take him? What are you going 
to do? 

And so what they do — that is why I use the term chemical 
straightjacket. That is exactly what they do. They put the kid in 
a chemical straightjacket till they can figure something out, but the 
figuring out part never happens. The figuring out part never hap- 
pens. 

Mr. RENACCI. Can you elaborate on your comment earlier about 
throwing more money at this, and just give us here a better solu- 
tion or what your solution would be? 

Mr. MCGRAW. What I am saying is right now, we are overusing 
psychotropic drugs. That is the model. We are overusing them. And 
if you throw more money at it, what you are going to do is you are 
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going to spread that problem. That is not the fix. What you have 
got to do is change the model and then finance the model. 

You cannot just pour money on the existing model. You have got 
to change the model, and then say, okay, that is all well and good 
there. Dr. Phil, but how are you going to — how are you going to 
give that caseworker access to the professional level of intervention 
that they need? Where are you going to get the therapist? How are 
you going to do that? Where you going do it? And that takes man- 
power, and manpower takes money, and that is what I am saying. 
You have got to change the model to one that is intervention based 
instead of medication based. And that takes manpower, and man- 
power takes money. 

Chairman REICHERT. Time has expired. 

Mr. Boustany, you are recognized. 

Mr. BOUSTANY. Thank you, Mr. Chairman. 

And thank you for holding this hearing. It is a really important 
hearing. 

My wife is a CASA in south Louisiana. I have been hearing 
about all the horror stories and problems that are sort of built into 
the system, as all of you have very, very concisely described today, 
and we were having a conversation not long ago over the kitchen 
table, and she said, you guys have to do something about this. It 
is a huge problem. And then when she heard through CASA chan- 
nels that we were having this hearing, she said, thank God that 
we are doing this, that we need to look at this problem. And so I 
want to thank you. I want to thank the panelists for being here. 

I am also a medical doctor and have real concerns on a number 
of issues. One, Dr. Phil, you mentioned the fragmented nature of 
all this, and my wife has really schooled me on this whole system 
and how fragmented decisionmaking is and everything else. And 
you couple that with the psychotropic drugs of which, and you cor- 
rectly said earlier, nobody really knows the mechanism of how they 
really work but they do save a lot of lives, but it is even more of 
a pronounced situation in children, adolescents, in understanding 
what the long-term impacts will be, especially if the drugs are used 
inappropriately. I mean, the adolescent in childhood, the neuro- 
logical systems function a whole lot different and they respond dif- 
ferently to these drugs. 

But I want to drill down on something. And that is, where is the 
decision made oftentimes or for the most part? Is there a pattern? 
Where are the decisions made to put these children on these drugs? 
I mean, obviously, they see a social worker, a CASA will see them. 
They may be in the court system. They don’t go straight to a psy- 
chiatrist, and the psychiatrist or the family doctor or general prac- 
titioner is the one who has prescribing authority, but somebody is 
making a decision, sending it — then sending him through a psy- 
chiatrist or general practitioner, the family practitioner who then 
writes a prescription, and I am not convinced in the system that 
we have today that the person prescribing the medicine is actually 
following these cases and applying best practices, you know, and 
appropriate follow up. So I just would like one more comment on 
how this decisionmaking is made at that level to get these kids on 
these drugs. 
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Ms. CHANG. So I can begin, and certainly other folks can weigh 
in. I think the question is a good one, and I think that is why 
screening and assessment is so critical. When we don’t have appro- 
priate screening and assessment tools, we are shooting in the dark, 
right, and so people are not making informed decisions, no matter 
who it is that instigates that process, so we need to make sure that 
that is happening. 

We are really pleased actually that Louisiana is one of our grant- 
ees who is focused on installing universal trauma-based screening 
and assessment in the State for all children in the child welfare 
system. And they are actually one of our State grantees who came 
to us and said. We do want to do this grant, we want to be success- 
ful, we have installed screening and assessment tools so that we 
can identify what kids actually need. And many of them don’t need 
psychotropic medications. 

The problem they found was they didn’t have access to the evi- 
dence-based interventions the kids do need, and that is the real 
challenge. And as Dr. Phil says, you know, it costs money to scale 
up evidence-based interventions. You have to train physicians. You 
have to train social workers. You have to monitor the program 
itself to make sure it is being implemented with fidelity. You have 
to have data systems that can track the outcomes of these kids. 
That costs money. And so, you are right, from the very beginning, 
we don’t have systems in place to actually identify what it is these 
kids need, so many people are shooting in the dark. 

And also another challenge is that we have to be realistic. A lot 
of our kids do not have access to providers in a timely way that 
they need them, right. Some of our kids are waiting for 6 months 
to see a physician, and so you can imagine that the caseworker 
knows that that child is not going to see that doctor again perhaps 
for another 6 months, and so they are doing what the best that 
they can with the tools that they have available to them, and what 
we want to do is to expand their toolbox so that they have the right 
instruments they need to serve individual children where they are. 

Mr. BOUSTANY. Is there an appropriate review process in many 
of the States? You know, after a child is put on psychotropic medi- 
cation, obviously, you need to, you know, track it and monitor it 
and review the appropriateness of the therapy. I mean 

Ms. CHANG. Well, thanks to Congress, led by this committee 
and through passage of legislation in 2011, we now have a Federal 
mandate that all child welfare system have a process in place to 
oversee the psychotropic medication use of children in their care. 
And what we have heard from researchers, although it is still real- 
ly early because now it has only been a few years that these proc- 
esses have been in place, what researchers are finding and they are 
very excited is that it has made a difference. 

So your actions have made an impact in the lives of children, and 
what we want to do is take it to that next step 

Mr. BOUSTANY. Thank you. 

Chairman REICHERT. The gentleman’s time has expired. 

We will move on to Mr. Crowley. 

Mr. CROWLEY. Thank you, Mr. Chairman. 

Thank you for holding this hearing today. And to Mr. Doggett as 
well, the ranking member. 
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Dr. Phil, I am desperate to try to ask you a profound question 
and hope I might get on your television show, but I can’t come up 
with one, but I do want to thank you for the attention you are 
bringing to this issue. 

You mentioned the shadow — the foster youth in the shadows 
today, and I think the real attempt here is to bring them out of 
the shadow and into the light that all of society can better under- 
stand the circumstances that they are living in, so thank you for 
that. 

I have the opportunity — and I also want to thank my good friend 
and colleague Karen Bass, who is not a member of the sub- 
committee, but I am hopeful, will have an opportunity to say a few 
words as well. She, since coming to Congress, has been an incred- 
ible leader on the issue of foster care. I dabbled a little bit into it, 
and she has really taken over and really ran with it, so I really ap- 
preciate all she has done for this effort. But I had the opportunity 
this morning to meet with a very impressive young lady named 
Chanise, who was following me this morning, and we had oppor- 
tunity to share some of her experiences and exchanged some ideas 
and thoughts and to try to find some solutions and actions that can 
take place to effectively bring about the changes that are needed 
within the foster care system. 

And that is what our charge here in Congress is to do is to try 
to find ways to bring about change of things that need fixing. And 
certainly I think the foster care system is in need of our attention. 
We have seen the data on how common it is for children in foster 
care to be prescribed these psychotropic medications, in some cases, 
multiple medications at one time, and in fact, Chanise shared with 
me her own experiences in terms of medicated — being medicated at 
a very, very young age. 

And medication is the medication is trying to solve an issue that 
perhaps could be better addressed through intervention as has 
been discussed here earlier today. That is something that, as I 
mentioned, I talked to Chanise about, but it is also something in 
my home State of New York, where I think new ground is being 
broken. And I appreciate the work that is taking place there. We 
need to separate out what is a problem generally worthy of medi- 
cated treatment and what is better served by a social worker or 
other personal engagement. While reducing medication can be a 
worthy goal in and of itself, we want to make sure we are also fo- 
cusing on a comprehensive approach that includes alternative 
treatments. 

New York has been a leader in trying to address the problems 
of overmedicated — overmedicating foster youth. New York is one of 
five States, including Illinois, as I believe. Dr. Naylor, you may be 
familiar with, participating in a 3-year initiative developed by the 
Center for Health Care Strategies and made possible through the 
Annie E. Casey Foundation. This initiative focuses on in collabo- 
rative — collaboration among State agencies to develop more effec- 
tive practices for the use of these medications in foster care. State 
experts in New York tell me that this initiative has highlighted im- 
portant areas that need to be addressed in order to have successful 
policies on this issue. 
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For example, one of the first challenges they had to meet was 
how to share data amongst the various agencies because while the 
Office of Children and Family Services was responsible for over- 
seeing the foster care system, the actual medical treatment data 
was under Medicaid within the Department of Health, and the Of- 
fice of Mental Health was also involved as well, so even just to sur- 
vey how widespread the problem is required a new level of inter- 
agency cooperation. New York was fortunate that they honed in on 
this issue early and were able to address it. I know other States 
may be struggling with similar data-sharing problems, so I urge 
them to look at New York as an example. 

Beyond just the data-sharing aspect, it is critical that multiple 
agencies work productively together. You have situations where the 
foster care agency may make recommendations or set protocols, but 
the doctors prescribing the medication are under the Department 
of Health. Everyone needs to work together in order to get the best 
results possible. 

One of the lessons New York has learned is to emphatically 
stress collaboration and to ensure that each part of the system un- 
derstands the impact that reaches beyond a single agency. 

Ms. Chang, I see that the ACF has sought to encourage this col- 
laboration through their demonstration, so I was wondering if you 
could possibly expound upon that and comment on what is taking 
place. 

Ms. CHANG. Sure. Thank you. We agree with you. We think 
that collaboration is critical. Children in the foster care system are 
not served by one agency. They are served by multiple agencies. 
The Medicaid agencies, the mental health agencies, as well as child 
welfare, and so that is why we are really excited that this proposal 
has both an ACF component as well as a CMS component, and that 
goes to part of what I said about having access to providers. 

We know that we have to create incentives so that there are phy- 
sicians who are willing to care for our kids, that we have to create 
incentives to say that the Medicaid offices can also get funding to 
pay for the types of supports that they need so that there are pro- 
viders, and it brings those two groups — major groups that serve 
these people — these children to the table to work together. 

Mr. CROWLEY. Thank you. 

Thank you, Mr. Chairman. I yield back. 

Chairman REICHERT. Thank you, Mr. Crowley. 

Mr. McDermott, you are recognized. 

Mr. MCDERMOTT. Thank you, Mr. Chairman. I — full disclosure, 
I was trained at the University of Illinois and worked at Allendale 
School, so I know a little bit about the Illinois system. 

My question is really, let’s take Dawna. She goes into foster care 
and somebody writes a script for her to have medication. And I am 
talking about today, not 3 or 4 years ago when this happened, but 
today in Illinois. How would that be evaluated before she got the 
medication? Or would it be a retrospective evaluation 6 months 
later? Or when did it happen and by whom and did they ever see 
her? How would that decision have been made for her? 

Dr. NAYLOR. That is a good question, and I — there are various 
ways of doing these reviews prospective and retrospective being the 
two major categories. Ours is a prospective one, so we review all 
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of the requests before the medication is actually prescribed and dis- 
pensed. 

Mr. MCDERMOTT. So she is creating havoc in the house as a 
rebellious teenager, which she says she was. Somebody says this 
kid needs to be on drugs, so somebody writes a script, and then 
how long does it take to get to you and your independent agency 
to make a decision about whether she should have them or not? 

Dr. NAYLOR. I hate to use you as an example, but you are hos- 
pitalized right now, and so the medication request comes to DCFS 
and our program at the very same time, and it has all of the diag- 
nostic information, all of the symptom information, all medications 
that she would be on, and our review is not a true second opinion. 
We don’t have the resources to be able to send somebody out to do 
an evaluation, and I think we have like 2,700 kids on medication. 
That would take a lot of resources to have a second opinion on ev- 
erybody. 

And so the work becomes, there is a diagnosis and the symptoms 
match, if they match, is the treatment something that would be 
recommended or recognized treatment for that combination of diag- 
noses and symptoms. If it is, is the dose requested being — an ap- 
propriate dosage, and if that is the case, we would approve the 
medication. 

Mr. MCDERMOTT. How often do you reject a request for medi- 
cation for a patient? A thousand scripts come in to you, you look 
at a thousand of them, how many times do you say no? 

Dr. NAYLOR. That is a complicated question, and I will go 
through it as quickly as I can. I don’t deny all that many requests 
anymore. And the reason I don’t deny all that many requests any- 
more is because I have been doing this now for 15 years, and ini- 
tially, when I started the program, people would talk to my boss 
and complain about Dr. Naylor’s idiosyncratic psychopharmacology, 
and so they would rant and rave against what my recommenda- 
tions would be. But my boss knew that I was arguing science and 
arguing good clinical care, and so, over time, people have changed 
their prescribing practices, and so that is one thing we do. 

Another thing that we do is we ask really embarrassing ques- 
tions like, do you really think it is a good idea to start this patient, 
who is psychotic, on a stimulant, which can cause psychosis? And 
the very act of asking the question will — again, because I have 
been there for 15 years, will lead to the doctor withdrawing the re- 
quest for the medication because they know that if they persist, it 
will be denied. 

So we deny probably 1 percent. There is probably 8 percent that 
are rescinded, but this is down from about 15 percent denials and 
fairly high rescinding rate about 10 years ago. 

Mr. MCDERMOTT. And then 6 months later or a year later, you 
have now put her on the medication, you think it is a good idea, 
what is the possibility it will ever be looked at again by someone? 

Dr. NAYLOR. Well, in terms of the consent process, by law, I 
will look at that again in 6 months. We only provide consent for 
every 6 months. And we will ask for a clinical update. If, at any 
point along the way, including with the first time that they made 
a request for the medication, I can request a second opinion from 
another physician, or if it is one of those cases that would end up 
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on the front page of the newspaper, I will sometimes go out and 
do these second opinions, so we will follow up with getting as much 
clinical information as we can get in order to make a determination 
whether that medication is still indicated or not. 

Mr. MCDERMOTT. If she ran into a CASA worker who said — 
and she said, I don’t think I should he on this medication, can I 
get off it, can you help me get off it, and they called you — can they 
call you? Can they appeal to you? Is there any way of appeal to 
you to review what is going on there? 

Dr. NAYLOR. Absolutely. We actually have several different 
ways in where requests for a rereview can be made, and these re- 
quests can come from guardian ad litems, CASA workers, judges, 
juvenile judges, caseworkers. The nurses in Illinois are like another 
pair of eyes and ears, and they will often refer back for additional 
consultation. And now psychologists are also out in the field doing 
similar kind of monitoring work, so we will get consultation re- 
quests that way. 

A foster child can go to the guardian ad litem and say I would 
like a second opinion on my medication, and we will find a way to 
get a second opinion done, so yes, there is. 

Mr. MCDERMOTT. Ms. Chang, is this common across the 
United States? The Illinois system is something as comprehensive 
as that? 

Ms. CHANG. This particular model of reauthorization is not as 
common. 

Mr. MCDERMOTT. Not as common. Give me numbers here. 

Ms. CHANG. So I can’t give you a 50-State survey. I am happy 
to get back to you, sir, and tell you exactly how all States are struc- 
turing it. Most States, based on our review, do have a monitoring 
after the fact, and really, the — many of those programs are highly 
successful. Texas is a good example of that. They have protocols for 
when medication can be used, and they have a systematic way of 
reviewing all scripts to make sure that they follow the protocol. 
They also then look at individual physicians who break protocol 
more than once, and so they have a very effective way of managing 
medication, even though it doesn’t involve preauthorization. And 
we find that most States employ that type of protocol and then 
making sure that doctors are following it. 

There are other models. Eor example, Massachusetts makes sure 
that there are mental health professionals who specialize in medi- 
cation management who are always available to social workers, 
caseworkers, as well as other physicians who are seeing these kids 
so that whenever questions come up, they can immediately get pro- 
fessional assistance because oftentimes, one of the problems is that 
these are folks without the expertise in prescribing these types of 
medications, so there are a variety. 

Mr. MCDERMOTT. Thank you. 

Thanks for extending my time. 

Chairman REICHERT. You are welcome. 

Thank you, Mr. McDermott. 

And Ms. Chang, if you can provide that information in writing 
to the committee, I think that was a very good question, we would 
like to have that additional information, if you please. 
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So, I am just going to repeat a few things that I heard today, and 
then you can leave. We will wrap this up. First of all, I heard — 
I think we are all on agreement — we just don’t want to pour money 
into a system that currently is not operating at 110 percent, right? 
So, we recognize there is some work there to do. Ms. Chang is 
working with the States in trying to bring States along to develop 
systems, and Illinois is a great example of some great progress that 
has been made, but we all can do better. 

I think, in listening to Ms. Hovenier and her suggestions, you 
know, I really like the idea of no matter what, a second opinion. 

1 think coming from you, that has a lot of power behind it. 

Choices of therapy, I think Dr. McGraw and Dr. Naylor and oth- 
ers have mentioned that sometimes some therapies just don’t work 
because it is the wrong therapy. So that was a great point that you 
made. 

And then the mention of tools, the proper tools for screening, for 
assessment and evidence-based, I think is really, really critical, and 
that is when you begin to apply the resources and the funding 
when you know that you have got evidence-based information to 
make decisions on. I think all of the panel would agree with that, 
and I think the members that were here today would agree with 
that. 

And I want to thank, again, all of you for taking time out of your 
busy schedules to be here today. This is such an important topic, 
and all the members here that were here to ask questions and lis- 
ten to your testimony. 

And again, a special thank you to Ms. Bass for her work in this 
arena and helping us schedule this hearing. 

So if members have additional questions, those of us who are 
left, for the witnesses, they will submit them to you in writing, and 
we would appreciate receiving your responses for the record within 

2 weeks. The committee now stands adjourned. 

[Whereupon, at 4:13 p.m., the subcommittee was adjourned.] 

[Questions for the record follow:] 
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SUBCOMMITTEE ON HUMAN RESOURCES 


June 5. 2014 


JooYeun Chang 

AsscKialc Commissioner of the Children's Bureau 
Administration for Children and Families 
Department of f lealth and I luman Services 
1250 Maryland Avc., SW, 

Washington. DC 20024 


Dear Associate Commissioner Chang: 

lltank you for testifying at our May 20. 2014 hearing and for sharing your expertise related to 
the tisc of psychotropic medications among children in foster care. Because of time limitations, 
there was one point you made during the hearing that we \sere unable to fully explore. I would 
tike to ask you to provide the Subcommittee with additional information on this issue, and I have 
included my question below that I hope you will answer in writing by June 19, 2014. As I 
mentioned at the end of the hearing, we will include your answers in the official hearing record. 

Thank you again for your participation in our hearing, and I look forward to recemng your 
response. 


Sincerely, 



Dave Reichert 
Chairman 
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Questions for the Record 
Hearing on “Caring for Our Kids: 

Are We Overmedicating Children in Foster Care?" 

On May 29. 2014. the Ways and Mcan.s lliimun Resources Subcommillce held a hearing 
tilled "Caring for Our Kids: Are We Overmedicaling Children in l-oster Care?" Testimony 
submitted by Associate Commissioner JooYcun Chang noted that the Child and Family Services 
Improvement and Innovation Act of 201 1 "rciiuires states to rc|X)rt to I IMS protocols they have 
in place for monitoring the use of p.syehotropic medications.” 

First, have all states developed protocols to monitor the use of psychotropic medications for 
children in foster care, and reported those protocols to HHS as required in the law? 

Second, can you provide us w ith the protocols each state has submitted regarding how they plan 
to monitor the use of these drugs? 

Third, can you characteri/c the various approaches states have taken to address this issue? For 
example, some states like Illinois review all prescriptions for psychotropic medications before 
they are given to youth in foster care. Do we know how many states follow this practice? Other 
states review their Medicaid payment data to find questionable prescription practices. Do we 
know how many states review their Medicaid data in this way? What other practices, if any, arc 
common among states? 

Finally, what data is available fwm states on how the implcmcmation of the.se protocols has 
alTccted (I) the number of foster youth who arc prescribed any psychotropic medication. (2) the 
number who are prcitcribcd multiple medications, and (3) other key data about p.sychoiropic 
medication use by youth in foster care? 
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[Submissions for the record follow:] 

Letter of the Adopt America Network 


May 27, 2014 

The f lonorablcjohn A. Uochner 
ST>cakcr 

Uniietl biAlcs Unuse of Representative 
U)1 1 lA>ngworth House OtlRcc building 
Washington, D.C. 2f)S 1 S 

Thr Hi>nurabic Nancy Pclosi 
Minority Leader 

United Slates House of Representative 
235 Cannon House ( ifhcc Building 
Washington, D C. 20515 


The I lonorabte P.ric (^nior 
Maiunty l.cader 

United States House of Representative 
303 Cannon House LifRcc Building 
Washington, D.C. 20515 


Dear Speaker Bochner, Majoritv Leader Cantor and Minority I trader Pciosi: 


As representatives of organisations committed to improving the health and \s'cllbcir>g of our 
naiion’R children and families, we are writing to urge your support fora new and important 
initiative outlined in the Administration's 201.5 budget. This five year collaborative 
demonstration, involving the Administration for ('hddren and Hamilies (ACF) and Centers for 
Medicare and Medicaid Serv-ices (CMS), is designed to encourage states and tribes to provide 
evidence based p.sychosocia) interventions to children and youth in foster care and to reduce the 
inappropriate use anti ovcr-prcscription of psychotropic medications for this populaitnn. 

We appreciate the recent attention rhal Congress has brought rti iliis iniptiriant issue in the form of 
oversight hearings and request for governmenwl reviews of state practice. \X'c believe that the 
proposed dcmon-siration builds on recent Congressional efforts, and if implemented, will lead to 
improved outcomes fiir vulnerable children with behavtond health challenges and children exposed to 
trauma - often resulting from chiltl abuse and neglect. 

The joint proposal put forth by ACL and C.MS will help coordinate efforts tn build state and tribal 
capacity within child welfare and health care .systems to more appropriately address the high rates 
of children who may he unnecessarily receiving psychurn.*pic meditations, often .several at one time, 
cvrn as few receive appropriate outpatient mental health .services. The project will encourage ihc 
utilixHtion of effective evidence-based therapeutic interventions, including therapeutic foster care, 
intensive in home and commumiybased approaches. Muliisyslomic Therapy, and mobile response 
and srahilixarion services. 

State prescribing practices received considerable attention In 201 1 with the release <»f a 
Government Accountahilic)' Office (GAO) report*, which reviewed medication utilization under 
the Medicaid program. Tlic report found (hat 20-39 percent of children m state foster care received 
prescriptions for psychotropic medication in 2008, compared with only 5 10 percent of children on 
Medicaid not in foster care. More alarming, the report also fouml that children in state losicr care 
are prescribed dosages at far liiglier rates than their peers served by Medicaid, and often in amounts 
that exceed guidelines issued by the Federal Food and Drug Admicustranon (FDA). GAO’s 


U.S. CJovcre.incnt Aceoumabiittv Office. (?U1 1 . December) I HiS CmiiaHn- Stair' 

0/vrwrA/ /Vim/i/w/. fPoltbciUiim No 0.^0 12 270‘l’). Retrieved from (iAt) Reports Mam I*agt vw GPt) 

Acccs 1 ^ liatabast* Imp-/ ^ 
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flntling? arc supported by a large niimhcrof recent studies. As a follow up to (lAO’s report, in 
2011, the Senate lloinchiiid Security and (iovernmcnial Affairs (lommiitce also held a hearing f>n 
this issue. 

Avatlabir data speaks to the need for inimediatc Congressional action to implcnieni stratcgicN niinril 
ai improving the psychosocial wellbeing of our mti-sf vulnerable children. To ihai end. the 201.5 
budget pn>poSii) specifically requests a nvc-ycar joint project through ACP and CNfS to promote 
more effective evidence based interventions targeting children in Foster care beginning lo 2ftl 5. 

Under ACr, the budget includes an investment proposed at S.50 million a y*cftr to fund state 
infotstruciurt and capacity building to ensure improved courdinvihon between CMS and child 
welfare agencies. 

We nfso encourage the inclusion of tribal governments in this collaborative demonstration to 
address issues related to American Indian and Alaska Native children who arc affected by the 
inappropriate or over use of p.sychoiropic medication. American Indian and Alaska Native chiklrcn 
can be in either state or tribal foster care systems with medications being provided by agencies that 
arc sometimes in different juriadictions. Improving coordination between these jurisdictions is 
critical lo effectively addressing mcdicaiinn issues with this population. Tliis funding rntiid be used 
to better train stakcholdc-fs (including foster parents and adoptive parents, judges, etc.), provide 
reliable screening and assessment tools, implement evaluation procedures and improve data 
collection. *rhcsc efforts will better help children in foster care who sometimes fall through the 
cracks of a fragmented health planning process. 

Simultaneously, the CMS investment is ptoposed at SlOO million a year to provide incentives to 
states that demonstrate improvements in these arc.is. The overall goals of this important and timely 
Initiative arc to reduce inappropriate prescribing practices and over utilization of psychotropic 
medications, increase access to cvidcncc*bascd and trauma -informed thcrupcuiic intcr\'cniions, 
promote child and adolescent wellbeing, and improve child welfare outcomes (as related to safety, 
increased permanency, fewer disrupted adoptions and reduced entries and re-entries into foster 
cate). 

Although small in terms of budget requests, this demonstration project will buiM on existing 
priorities and recent reforms led by (Congress, and will help to not only curb inappropriate use of 
psychotropica, but also to mccntcvizc the use of a vanriy of evidence-based paychusucial 
inrerv'cntinns that have been found to be effective. We believe it wdll also make critical 
improvements needed in the child welfare system and help to belter address the cffcci^t of trauma on 
children in foster cure, those placed in adoptive families and all young victims uf child abuse and 
neglect 

Moving fnrw'ard. we can better serve children and yovK^ and help keep them safe in families by 
dcs'cloping a more coordinated and comprehensive approach to addressing the behavioral health 
care needs of children scrvetl by Mcdiciiid, many W'ho arc victim.s of child abuse, arc in foster care oi 
exposed to various fnrin». of trauma including sexual exploitation and trafficking. I'he luliiiwing 
organizations strongly urge you to take action to ensure this important project is fundtxi so that better 
policies, improved transparency, am) improved health outcomes are achicvcii for our nation’s children 
and families. 

Sincerely, 


Adopt v\mcrica Network 
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Adopliun I'^xchiingc Axsociation 

Adoption Network (IlcvcNind 

Adopbun Rhode Ishind 

Advowics for (ihildrcn rtnd Youth (Nfaryland) 

Advocates for (ihildrcn of New jersey 

AH Sninrs Church Poster (-tire Project ((‘alifornia) 

Alliance for Children & Families 

American Academy of Pediatrics 

American Assooation on Henith and Disability 

American Orthopsvchiatric Associatiun 

American Psychological vXssuciatiun 

Arkansas Ailvocaics Children and Families 

Association for Community Affiliated Plans 

Attachment & Trauma Network, Inc. 

Rrighicr Beginnings (CHlifurnia) 

California Alliance of Child and Family Services 

California /Vsiiociaiion of Adoption Agencies 

tialifocnia Church IMPACT 

Center for Adoption Support and EducHtion 

(denier for the Study of Social Policy 

('hild Welfare I^Mgue of America 

Children and f'amily Futures 

Children Awaiting Parents 

Children Now (California) 

Children's Action Alliance (Arizona) 

Children's Alliance (VC'ashingron) 
fililldrcn’s Defense Fund 
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(Children's Dcnt») Health Project 
Children's Home Societs' of North Carolina 
Clinical Social Work Association 
Colorado (ioaliOon of Adoptive Families 
Community' Acdon I’aftncrship 
Con>(reskiunal Coalition on Adoption Institute 
('onsoruum foe Chlldtw ((California) 

County Welfare Directors Association of California 

Dave Thomas Foundation for Adoption 

Depression and Bipolar Support Alliance 

Donaldson Adoption Institute 

Dr Phil Foundation 

F.very Child Matters Bducation Fund 

FACnS of Virginia Families 

Family Builders Network ((California) 

Family Design Resources, Inc. 

Family Uqualiry Council 

Family Voices New Jersey 

First Focus Campaign for Children 

Honda's Children First 

Foster (^arc to Success 

Foster Famify^based Trcaimonr Associattno 

FosterCiub 

Cenerations Hmted 

Healthy Schools Network (New York) 

I lillcrcac Children and Family Center (Washington D.C.) 
I loll International Children's Services 


«! 
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Hudson FumPy Panners 

John Burton FuundHtion (Californift) 

Joint Coimdl on Intcrnationut Qiildrcn's Services 

Kentucky Yoiirh Advocates 

Kiiisuvc 

Kinship Center, A Member of Seneca Fftmily of Agcncici* (OliforniR) 

Koioonirt Family Services (CalifomiA) 

Lllllput Children's Seiviccs (California) 

Lutheran Services in America 

Margucntc Kondrackc (Former CtO of Amenca’i Promise) 

Mental Health America 

Menial Mcaltb America- Los Angeles 

MOMS Advocating Sustainability (California) 

National Adopnon Center 

Natinnal AHianrc on Mental Illness (NAMI) 

National Association for (Children of Alcoholics (NACoA) 

National Association (»f County Behavioral I Icalih & Ucvctnpnicntal Disability Dircctnrs 
National Association of County Human Services Administrators 
Nanonal Association of Socwl Workers 

National Association of State Menial Health V’rogram Directors 
National CASA Assoctfttion 
National Child Abuse Coalition 
National ('hildren's Alliance 

National Council of litvcmle and Family Court judges 
Nfttinnfll Federation of Families for Children's Mental Hciiitit 
Nanonaf Foster ('are (’nalition 
National Foster Patent Association 
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Naiionnl Imiitin (Ihild XX'clt'arc Assnciatmn 

NaHonal liCadcrshin Clouncil on African American Hchnvinral Health 

National 1.ca^uc for Nursing 

National Respite Coalition 

Nebraska Applcsced 

Nebraska Families Collaboraiiv'c 

Nos' jersey Alliance of l*ainily Support Organization 

New York Council on Adoptablc (Children 

North Carolina Association of County Directors of Social Scivicca 

North American Council on Adoptable Children (NACAC) 

NYS Office of Children and ramily Sers ices (New York) 

Oregon Post Adoption Resource Cenrer 

Parents Anonymous 

Partners for Our Children (VC'ashingion) 

Pennsvivania Partnerships fur Children 
Policyl^b at The Children's Hospital of Philadelphia 
Prevent Child Abuse Arizona 
Public Policy Center of Mississippi 
Spaulding for Children (Michigan) 

Statewide Parent Advocacy Network (New jersey) 

Tesans Care for Children 

The Adoption Exchange (Colorado) 

The (Committee for Hispanic Children and Families, Inc. (New York) 

The Kempe Center 

The National Crittenton I'oundation 


1'hc R;iv r.. I Iclfcr Society 
The Villages of Indiana 
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Three Rivers Adoption Council (Pennsylvania) 

Voice for Atloption 

Voices for Children in Nebraska 

Voices for Utah Children 

Voices for Virginia’s Children 

Wisconsin (Council on Children and families 

Youth Law fienter 


Youth Villages 
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Statement of James Harris 


Attribution Information: James Harris. Ph.O., Chief Scientific Officer, Vatex Explorations LLC 
Submitted by; James Harris. Ph.O., Chief Scientific Officer, Vatex Explorations LLC 
Address: Vatex Explorations LLC. 2915 Panhandle Drive, Grapevine. TX 76051 
Direct Contact information for James Harris. Ph.D.. JHarris@ldlvert-x.com, (276)633-0099 
Hearing Title: "Caring for Our Kids; Are We Overmedicating Children in Foster Care?” 

Hearing Date May 29. 2014 

Responsive to a letter from Chairman Camp to Congressman Marchant, I am delighted to submit these comments 
regarding prescription drug diversion as it relates to overmedication of children. Fortunately, one of the witnesses 
for the Hearing. Or. Phil McGraw, already broached the subject of diversion and sale of medications as a driver of 
overuse. Although Dr. Phil only described the sale of medication to the street by patients, ft is common knowledge 
that profit seeking drives caregivers to encourage/participate In the exaggeration of symptoms for profit. As one 
example of schemes plaguing the 24”* District of Texas, local parents seek to have all children in their care 
prescribed with the highest doses of ADHD medications possible so that the medications can be diverted for 
abuse or sold to others. According to DEA statistics assembled from the Federal Register, the current national 
Compounded Annual Growth Rate of prescribed stimulants (used to treat ADHD) is 33.4K and has grown nearly 
1900% since 1994 (see chart). The black market drives enormous needless medical spending (I) and 
simultaneously causes social disruption, all because symptoms are readily feigned and no accountability systems 
exist. 

I am seeking Mernbers who are looking for voter-respnant.facts upon which to attack the administration. For 
example, while I am a knowledgeable person. I still do not understand why the Benghazi issue should warrant my 
long-term attention, i don't think this puzzlement is unique among voters. Conversely. I believe the public would 
be engaged by an investigatton/hearing/etc showing that federal agencies purposely avoid taking action to 
attempt to prevent prescription drug experimentation by youth and reduce the supply to the black market Only 
16% of the public say that we are making progress on addressing the prescription drug crisis - the most 
pessimistic measure among all public health challenges studied by Pew Research )2i. 

As a case in point, Vatex can show that NIH are actively covering up a research agenda that promotes the interests 
of middling pharmaceutical companies. The pro-pharma agenda is supported by funding projects that Increase the 
supply of Controlled Substances for diversion and simultaneously stopping projects that seek to decrease 
diversion. These are serious accusations, but Vatex has the evidence to back them up. By way of background, I am 
ex-FDA and ex-pharma, so I understand the industry playbook. 

Regarding the NIH example above, it is not currently possible to determine whether they have been duped or paid 
to take these actions - either way, they and other agencies are prolonging the crisis. For all these reasons. I urge 
Members to reach out for evidence because this problem has all the ingrediertts needed to capture the public's 
attention; agency incompetence or malfeasance, mortality, family disruption, criminality, workforce degradation, 
military readiness, healthcare fraud and inflation, and strong growth ahead. 

References: 

L "Today, prescription drug abuse Is the fastest-growing drug problem In the county - and contributes to nearly 
40,000 deaths and almost $200 billion in health-care costs annually." (emphasis added! 
http://www.)ustice.gov/usao/f)m/press/2011/oct/201 11028_Pilt%20Nation%202_AG_Remdfks.pdf 

2. http;//www.pewresearch.org/fact-tank/2013/ll/13/amencans-$ee-u-s-lo$lng-ground-against-mental-iliness- 
prescriptlon-drug-abuse/ 


(continues on next page] 
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The Approval of Oxycontin in 1996 Coincided With the Early 
Industrialization of a National Black Market 



Method used to build the chart • For each final DEA quota report printed in the Federal Register- 

Prescribed Opiates: add fentanyl hydrocodone * hydromorphone * methadone -f oxycodone 
(sale) * oxymorphone (sale) 

Prescribed Stimulants: add amphetamine (sale) > lisdexamfetamine * methamphetamine * 
methyiphenidale 
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